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“Communication by Telescriber”? 


What Is 


3 x7 - (Reading Time — 80 seconds) 


WHAT IS A TELESCRIBER? 


A telescriber is a communiéation instrument which instantly 
transmits messages in the sender’s own handwriting, from one 
point to one or more remotely located stations. 


WHERE ARE TELESCRIBER SYSTEMS USED? 


In any organization (regardless of size) where there is a need 
for instant, frequent, accurate written contact between depart- 
ments or buildings. 


ARE ALL MESSAGES RECEIVED AT EACH REMOTE STATION? 


Selector keys permit complete system flexibility. Messages are 
received only by those stations chosen by the writer. All mes- 
sages and signatures are in the same handwriting as the original. 


CAN BUSINESS FORMS BE USED IN THE TELESCRIIBER? 


Yes. The TelAutograph ‘Instan-Form’ telescriber is available 
where instant communication on business forms is desired. 


WHAT ARE SOME ACCEPTED USES OF TELAUTOGRAPH 
TELESCRIBERS? 


Dispatching e Scheduling e Incoming & Outgoing Freight e On- 
boards e Arrivals & Departures e Maintenance e Weather Infor- 
mation. 


CAN I! DETERMINE WHETHER A TELESCRIBER SYSTEM 

WOULD IMPROVE OUR OPERATION? 
A “Communications Guide” is available without cost to aid you 
in analyzing your different communication problems. 


CAN WE GET FURTHER ASSISTANCE WITHOUT 
BECOMING OBLIGATED? 


Yes. It is standard TelAutograph Corporation policy to have its 
field staff aid in making analyses and offering recommendations. 
This is done without pressure or obligation. 


HOW CAN WE OBTAIN THE “COMMUNICATIONS GUIDE” 
AND OTHER INFORMATION? 


Send your request to Department A-31 at the address below. It 
will be honored promptly. 


TelAutograph CORPORATION 


16 West 61st Street, New York 23, N. Y. 


a 
* 
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For surer 
hand ties 


When the surgeon makes 


a series of hand ties, 
D & G Spiral Wound 
Surgical Gut USP 
unreels in his hand, 
free from kinks, 

with all its tensile 
strength preserved. 


The gut should be 
gently pulled out straight 
immediately after 
removal from the tube. 
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NEW 


Davis &> Geck’s Spiral Wound 


Surgical Gut on 
al cylindrical 
reel! 


Saves tune 
makes easier 
lies 


Surgeons welcome a new convenience — D & G Spiral Wound 
Surgical Gut. It is wound on a cylindrical reel—comes ready 
for immediate use in ligation and suturing. Spiral winding 
preserves all the original strength. None is lost through kinks 
or bends. 

Nurses, too, save time with Spiral Wound Gut. No more 
unwinding from an old style flat reel and rewinding onto a 


rubber tube, glass rod or spindle. 


D & G foresees the surgeon’s needs 
D & G Spiral Wound Gut is the latest Davis & Geck contri- 


bution to improved suturing. “Timed-absorption” surgical gut 
is another—this exclusive D & G method embodies accurately 
graded degrees of chromicizing. The suture resists digestion 


most strongly during the first postoperative days, when great- 
est strength is needed. It is absorbed more rapidly when tissues 
have regained their natural strength. \ 


Davis & Geck Me. 
mit 147/ Asi AN (yanamid 
>/ Willoughby Street, }] \ 
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Dietary, Essentials Combined 


in One Comprehensive Formula 


Each Tablet ‘Mi-Cebrin’ contains: 


Pyri g 

Pantothenic Acid (as Calcium Pantothenate).. 

 “Vitar (Activ ity Equi valent)... 

Folie ow d. 

Ascorbic Ac id (as Sediun whate 

Vitamin A. 10,000 U SP. 


» contains: approximately 


Iron (as Ferrot is Sulfate) 

lodine (as Pota le wide)... 
enum (as Ammoniu me Me sly bdate 

Potass the Chior ide). 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S. A. 


11 Vitamins; 10 Minerals 


For the prophylaxis or treatment 
of nutritional deficiencies, 


hysicians prescribe 
TABLETS pny P 


Cebrin 


(VITAMIN - MINERAL SUPPLEMENTS, LILLY ) 
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| geientific method of sealing and 
| Rendling your supply of surgical 


a practical means of avoid: 
img a wasteful, inconvenient, time- — 
consuming and questionably 


solutions ... and routinely check- 

ing the sterility of contents during 

long storage periods without 

_ breaking the hermetic seal. 


allows escape of 
steam during 
sterilization 


Wilh 
1. Supply Conservation . . . provides dustproof seal for re- 


maining fluid when only partial contents of a container are used. 


2 Supply Conservation... eliminates need to utilize gauze, 
* cotton, paper, string or tape to effect makeshift seal of question- 


able efficiency. 
3. Supply Conservation ... reduces possibility of breakage or 


[Top truer cla depressed hir vent closed 
_ produces the PRIMARY vacuum seal produces the 


chipping damage to lips of Fenwal containers. 
Assures sterile 


4 Supply Conservation. . . POUR-O-VAC SEALS” are re 
* usable... may be sterilized repeatedly . . . interchangeable for 
use with 500, 1000, 1500, 2000, 3000 ml. FENWAL containers. 


*A product of Fenwal Laboratories, Inc. 


pouring surface. 


ORDER TODAY or write us for detailed information 


CONTENTS POUR 
FROM A | 
STERILE LIP 


MACALASTER BICKNELL PARENTERAL CORP. 


243 Broadway Cambridge 39, Massachusetts 


AT THE INSTANT REQUIRED 


THE SOLUTION DESIRED 
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B.F.Goodrich 


AND FILM 
DIFFERENT TYPES 
AND SIZES 


Ask for Koroseal and get 


@ 


OROSEAL film comes in two 
K weights — .004” and .008”, and 
three widths — 36”, 44” and 54”. 


Koroseal film makes soft pillow case 
covers, longer lasting surgeons aprons, 
crib sheets and pliable wrapping for 
wet bandages. 

Brown Koroseal unsupported sheet- 
ing comes in weights —.010” 
and .015”. White sheeting comes in 
012”. Both colors are made in 36”, 
45” and 54” widths. This sheeting 
gives extra patient comfort because it 
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is cooler, wrinkle resistant and odor- 
less. Nurses find this lightweight sheet- 
ing easy to handle, easy to keep clean. 

Koroseal sheeting also comes in 
fabric-supported type — 36”, 45” and 
54” widths. 

This waterproof sheeting is not 
affected by mineral acids or alkalies; 
resistant to oil, grease, gasoline, alcohol 
and ether. Will not: stain beds. Does 
not require special storage. In many 
cases Koroseal sheeting remained like 


‘mew after 5 years of storage or use. 


Can be autoclaved repeatedly. 


Order Koroseal sheeting from your 
hospital supply house, which also car- 
ries B.F.Goodrich surgeons’ , gloves. 
The B. F. Goodrich Company, Sundries 
Division, Akron, Ohio. 


B. E 


Tow Cost matiress prorecrion 
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AMERICAN HOSPITAL ASSOCIATION 


Midyear Conference of the American Hos- 
pital Associotion—February 6-7; Chicago 
{(Droke Hotel). 

55th Annual Convention—August 31-Septem- 
ber 3; San Francisco. 

REGIONAL MEETINGS 

Association of Western Hospitals—April 27- 
30; Salt Lake City (Utah Hotel). 

Middle Atlantic Hospital Assembly—May 
20-22; Atlantic City (Convention Hall). 


Mid-West Hospital Association—April 15- 
17; Kansas City, Mo. (Municipal Audi- 
torium and President Hote!). 

New England Hospital Assembly—Morch 
23-25; Boston (Statler Hotel). 

Southeastern Hospital Conference—April 8- 
10: New Orleans (Jung Hotel). 

Tri-State Hospital Assembly—May 4-6; Chi- 
cago (Palmer House). 

Upper Midwest Hospital Conference—May 
13-15; Minneapolis {Radisson Hotel). 


CONTINENTAL | 
Double-Seal Safety Caps 


STATE MEETINGS 

Arizono—February 12-14; Phoenix (Adams 
Hotel). 

Georgia—February 20-21; Atlanta (Atlanto- 
Biltmore Hotel). 

Kentucky —Morch 24-26: Louisville (Seel- 
bach Hotel). 

Massachusetts—January 20; Boston (Shera- 
ton Plaza Hotel). 

New Jersey—May 20-22: Atlantic City 
(Convention Hall). 

Ohio—April 6-9; Cincinnati {Netherland- 
Plaza Hotel). 

Tennessee—May 8-10: Nashville {Andrew 
Jackson Hotel). 

Texas—May 12-14; Galveston (Buccaneer 
Hotel). 


Wisconsin—February |9; Milwaukee (Schroe- 
der Hotel). 


Make IV's SAFE — SIMPLE 


LIQUID 
INLET 


OTHER MEETINGS 


American Association of Medical Record 
Librorians—October 5-9: San Francisco 
(Palace Hotel). 

American Protestant Hospital Associatio 
February 10-13; Chicago (Palmer House) 


Canadian Hospital Council — May 18-20; 
Ottawa (Chateau Laurier). 


REPLACEMENT 
FILTERED AIR 


International Hospital Federation—May 25- 
30; London, England. 


National Association of Methodist Hospitals 
and Homes — February !1-12; Chicago 
(Palmer House). 


INSTITUTES 


(For additional information address Associa- 
tion headquarters, 18 E. Division Street, 


Institute on Dietary Department Administra- 
tion—March 9-13; Chicago (Sheraton 
Hotel) . 


Institute on Hospita! Planning—February 9- 
13; San Francisco (Sir Francis Drake Ho- 
tel). 

Institute on Personnel Relations—March 2-6: 
Garden City, L.I., N.Y. (Garden City 
Hotel). 

Institute on Anesthesia—March 9-13; Dallas 
{Adolphus Hotel). 

Institute on Nursing Service Administration 
—March 16-20; Washington, D.C. (Ward- 
man-Park Hotel). 


OUTLET 
“a CONTINENTAL bottle caps are double sealed for greater protection of 


solutions. 


The special caps are forced tight by the metal seal against both the 
inside neck and the lip of the bottle. 


The special stoppers are formulated for resiliency—for better seals— 
with the bottle and with the Stat Set needles. . 


No holes through the cap that require extra seals. 


Institute on Administrative Utilization of 
Financial and Statistical Data [in con- 
junction with New England Hospital As- 
sembly)})—March 26-27; Boston (Somerset 


CONTINENTAL Stat Sets make intravenous administration simple and Hotel). 
safe. Institute on Medical Records Administration 
—March 30-April 3; New Ha Yo! 
Ask your dealer or write direct for complete information. 
Institute on Hospital Engineering—April 6- 


10; Washington (Wardman-Park Hote!). 


Institute on Public Relations [in conjunction 
with Southeastern Hospital Conference} — 
April 6-7; New Orleans (Jung Hotel). 


es 4821 West 130th Street e Cleveland ll, Ohio 7, Institute on Front Office Procedures (in con- 


- Producers of Parenteral Solutions and Parenteral Stat Sets junction with Mid-West Hospital Associo- 
(Continued on page 106.) 
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fr fective Fanilalion IN THE AUTOPSY ROOM 


for Faster ‘Cleaning 


@ In the autopsy room, where constant clean-ups are necessary, 
these polished stainless steel autopsy tables save time and labor. 
Smooth, crevice-free surfaces, rounded corners and coves facili- 
tate cleaning—protect presonnel through better sanitation. Care- 
fully-planned drainage systems are further important aids to 
cleanliness. All accessories are functionally designed and con- 
veniently placed to promote efficiency. Strong welded structures 
assure durability, keep repair and maintenance costs to a mini- 
mum. In terms of sanitation and long service life, it pays to 
invest in Blickman-Built autopsy tables. 


HARTFORD Model 
Entire unit forms a com- 
pletely-welded, crevice-free 
stainless steel assembly, 
assuring sanitation and long 
service life. Removable cross- 
bors rest on ledges which 
are perforated so that entire 
trough may be thoroughly 
flushed. Removable stainless 
» steel tray is mounted on 
adjustable standard. 


4 ENDICOTT Model: Unusual design conceals piping 
and valves. Trough slopes sharply to central waste 
ovtlet. Continually flowing water plays over entire 
inner surface. Five top grids are removable, facili- 
tating cleaning. 


SEND FOR BULLETIN No. 5 ATC 
describing, with complete specifi- 
cations, these and other models of 
Blickman-Built Stainless Steel 
Autopsy Tables. 


S. BLICKMAN, INC. 


3801 Grogery Avenue, Weehawken, N. J. 
ew England Branch: 
845 Park Square g., Boston 16, Mass. 


gs Blickman-Built 
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BLIGKMAN-BUILT 
Stainless Steel 
AUTOPSY TABLES 


Autopsy Room 
Typical autopsy room 
in the Medical Center, 
Jersey City. N. J. 
Planned and equip- 
ped by S. Blickman, 
Inc., it hos been 
rendering efficient 
service for many 
years. Consult us 
about complete in- 
stallations, designed 
to meet your specific 
requirements. Layout 
and engineering 
service availa 


| 
| 
. 
= 
or 
4 
7 


PRESIDENT 


Edwin L. Crosby, M.D., Joint Commission on Accreditation of 
Hospitals, Chicago 10 


PRESIDENT-ELECT 
Ritz E. Heerman, California Hospital, Los Angeles 15 


PAST PRESIDENT 


Anthony J. J. Rourke, M.D., Hospital Council of Greater New 
York, New York 17 


TREASURER 
A. C. Bachmeyer, M.D., Box 180, RR. 2, Loveland, Ohio 


Board of Trustees 


Ray Amberg, University of Minnesota Hos ‘eae Minneapolis 14 

Maj. Gen George E. Armstrong, Surgeon General of the Army, 
Washington 25 

A. C. Bachmeyer, M.D., ex officio (treasurer) 

E. Dwight Barnett, M.D. Columbia University School of Public 
Health, New York 32 

Edwin L. Crosby, M.D., ex officto (president) 

Miriam Curtis N., Syracuse Memoria! Hospital, Syracuse 10 

Ritz E. Heerman, ex officto (president-elect) 

Robert S. Hudgens, Lynchburg General Hospital, Lynchburg, Va. 

Rt. Rev: Msgr. Donald A. McGowan, National Catholic Welfare 
Conference, Washington 5 

Anthony J. J. Rourke, M.D., ex officio (past resident) 

Tol Terrell, Shannon West Texas Memorial ospital, San Angelo 

J. Gilbert Turner, M.D., Royal Victoria Hospital, Montreal 2 

Lucius R. Wilson, M.D., Episcopal Hospital, Philadelphia 25 


Committee on Coordination of Activities 


Edwin L. Crosby, M.D., chairman 

Mrs. Philander ‘sg. Bradford, Children’s Hospital, Columbus 5 

Madison B. Brown, M.D., Roosevelt Hospital, New York 19 

Ray E. Brown, University of Ghicago Clinics, Chicago 37 

William S. McNary, Michigan’ Hospital Service, Detroit 26 

Jack Masur, M.D., Bureau of Medical Services, Public Health 
Service, Washington 25 

Oliver G. Pratt, Rhode Island Hospital, Providence 2 

Albert W. Snoke, M.D., Grace-New Haven Hospital, New Haven 4 

James E. Stuart, Hospital Care Corporation, meinnati 6 


Council on Administrative Practice 


Oliver G. Pratt, chairman 

Richard W. Bunch, Bureau of Medical Services, Public Health 
Service, Washington 25 

Donald W. Cordes, lowa Methodist Hospital, Des Moines 14 

Clyde W. Fox, Washoe Medical Center, Reno, Nev. 

Col. Frederick H. Gibbs, Brooke Army Medical Center, Fort Sam 
Houston, Texas 

Carl C. Lamley, Stormont-Vail Hospital, Topeka 1 

Cleveland Hospital Service Association, Cleve- 
an 

Ronald Yaw, Blodgett Memorial Hospital, Grand Rapids 6 

Leonard P. Goudy, secretary, 18 E. Division Street, Chicago 10 


Council on Association Services 


Ray E. Brown, chairman 

James P. Dixon, M.D., Clinical Center, National Institutes of 
Health, Bethesda, d. 

Richard R. Griffith, Delaware Hospital, Wilmington 13 

Arden E. Hardgrove, Norton Memorial Infirmary, Louisville 3 

J. Harold Johnston, New Jersey Hospital Association, Trenton 9 

Karl P. Meister, D.D., Board of Hospitals ahd Homes of the Meth- 
odist Chureh, Chicago 11 

Robert D. Southwick, Concord Hospital, Concord, N. 

Richard D. Vanderwarker, Memorial Center for ie New 


York 21 
Alvena H. Wood, R.N., William Booth Memorial Hospital, Cov- 
ington, Ky. 


Committee on Women's Hospital Auxiliaries 


Mrs. Philander °. Bradford, chairma 
Mrs. Frederick N. Blodgett, New Eneiand Medical Center, Bos- 


ton ll 
Mrs. William J. Clothier, Srocuate Hospital of the University of 
Pennsylvania, Philadelphia 46 
Mrs. William Shippen Davis, United Hospital Fund, New York 17 
Mrs. as Hanson, Swift County Benson Hospital, Benson, 


Mrs. Mitchell Langdon, Dallas City-County Hospital, Dallas 4 

Mrs. Clarence Md iles, Johns Hopkins Hospital, Baltimore 5 
Mrs. Edmund J. Morrissey, St. Mary’s Hospital, San Francisco 7 
Mrs. J. A. Ochiltree, Delnor Hospital, St. Charles, II. 

Mrs. Edmund H. Smith, Seattle General Hospital, “Seattle 4 

Mrs. Cecil D. Snyder, Kenosha Hospital, Kenosha, Wis. 

Mrs. Samuel J. Winograd, Michael! Reese Hospital, Chicago 16 
Elizabeth M. Sanborn, secretary, 18 E. Division Street, Chicago 10 


“OF FICERS OF THE AMERICAN HOSPITAL ASSOCIATED 


Blue Cross Commission 


Council on Government Relations 


William S. McNary, chatrman 

Rt. Rev. Msgr. John W. Barrett, Director of Hospitals, Arch- 
diocese of Chicago, Chicago 5 

A. F. Branton, M.D., Baroness Erlanger Hospital, Chattanooga 3 

Warren F. Cook, New England Deaconess Hospital, Boston 15 

Edison Dick, Passavant Memorial Hospital, Chicago 11 

Thomas P. Langdon, Hahnemann Hospital, San Francisco 18 

J. T. Lindberg, Fairmont Genera! Hospital, Fairmont, W. Va. 

Leo G. Schmelzer, Garfield Memorial Hospital, Washingtan 1 

wamer~ F. Whitaker, Emory University Hospital, Emory Univer- 


ity, Ga. 
Albert Vv. Whitehall, secretary, Washington Service Bureau, 1756 
K Street, N.W.., ‘Washington 6 


Council on Hospital Planning and Plant Operation 


Jack Masur,'M.D., chairman 

Clement C. Clay, M.D., Orange Memorial Hospital, Orange, N. J 

Stanley A. Ferguson, University Hospitals, Cleveland 6 

John Gorrell, M.D., Columbia University School of Public Health, 
New York 32 

Reid Holmes, North Carolina Baptist Hospitals, Winston-Salem 7 

John C. Mackenzie, M.D., Touro Infirmary, New Orleans 15 

John S. Parke, Presbyterian Hospital, New York 32 

Dorothy Pellenz, Crouse-Irving Hospital, Syracuse 10 

Lester E. Richwagen, Mary Fletcher Hospital, Burlington, Vt 

Clifford E. Wolfe, secretary, 18 E. Division Street, Chicago 10. 


Council on Prepayment Plans and Hospital Reimbursement 


Madison B. Brown, M.D., chairman 

Kenneth B. Babcock, M.D., Grace Hospital, Detroit 1 

J. A. Katzive, M.D., Health Service Division, United Automobile 
Workers, CIO, Detroit 14 

R. L. Loy, Mercy Hospital, Oklahoma City 3 

Rt. Rev. Msgr. John R. Mulroy, Catholic nn Archdiocese 
of Denver, Denver 4 

&. ‘delphia 7 Rorem, Ph.D., Hospital Council of Philadelphia, Phila- 
elphia 

nt Swedish Hospital, Minneapolis 4 

award K. Warren, Greenwich Hospital, Greenwich, Conn. 

W. Franklin Wood, M.D., McLean Hospital, Waverley, Mass. 

Maurice J. Norby, secretary, 18 E. Division Street, Chicago 10 


Council on Professional Practice 


Albert W. Snoke, M.D., chairma 

T. G. Blocker Jr., M.D. Gaiversity of Texas Medical Branch, 
Galveston 

Lawrence J. Bradley, Genesee Hospital, Rochester 7 

Robert F. Brown, M.D., Doctors Hospital, Seattle 1 

Marcus D. Kpgel, M.D., Commissioner of Hospitals, New York 13 

Sister M. Michael, R.N., Misericordia Hospital, Philadelphia 43 

Russell A. Nelson, M.D., Johns Hopkins Hospital, Baltimore 5 

George C. Schicks, Sc.D., Hospital of St. Barnabas and for Women 
and Children, Newark 2 

G. O. Whitecotton, M.D., Highland-Alameda County Hospitals, 
Oakland 6 

Cheries U. Letourneau, M.D., secretary, 18 E. Division Street. 
Chicago 10 


James E. Stuart, chairman 

J. Philo Nelson, vice chairman, Hospital Service of California, 
Oakland 12 

Abraham Oseroff, treasurer, Hospital Service Association of 
Pittsburgh, Pittsburgh 22 

E. Dwight Barnett, M.D., Columbia University School of Public 
Health, New York 32 

Arthur Calvin, Minnesota Hospital Service Association, St. 

aul 4 

M. Haskins Coleman Jr., Virginia Hospital Service Association, 
Richmond 19 

Robert T. Evans, Blue Cross Plan for Hospital Care, Chicago 90 

Roger W. Hardy, Massachusetts Hospital Service, Boston 6 

N. D. Helland, Group Hospital Service, Tulsa 3 

John R. Hill, Tennessee Hospital Service Association, Chatta- 


nooga 2 
Basil C. MacLean, M.D., Strong Memorial Hospital, Rochester 7 
Carl M. Metzger, Hospital Service Corporation of Western New 
York, Buffalo 2 
D. W. Ogilvie, Blue Cross Plan for Hospital Care, Toronto 5 
Louis H. Pink, Associated Hospital Service of New York, New 
York 16 
Rt. Rev. Msgr. George Lewis Smith, Director of Catholic Hospi- 
tals, Diocese of .Charleston, Aiken, S. . 
Richard M. Jones, director, 425 N. Michigan Avenue, Chicago 11 


Executive Staff 


George Bugbee, executive director 

Maurice J. Norby, deputy executive director 

Albert V. Whitehall. assistant director 

Malcolm T. MacEachern, M.D., director of professional relations 


HOSPITALS 


af 
7 

? 


well-placed 


Confidence, well-placed, is the cornerstone on which every 
hospital is built ...the complete confidence of people in the 
community that their physical well being, their very lives at 
times, is entrusted to skilled and competent personnel 
using the most modern facilities. 


The hospital staff, in turn, must have complete confidence 
that the instruments and equipment they use in the care and 
treatment of patients are the best obtainable to help them 
better perform their duties. 


We of the American Laundry Machinery Co. are proud of 
the confidence placed in us by the thousands of hospitals 
whose laundry departments we have equipped. 


We are proud to have earned this confidence by our 
Company's more than 80 years of experience in building 
laundry machinery .. . by the thoroughness and dependa- 
bility of our survey and planning service, and by our 
Company's recognized reputation for looking after the 
welfare of our hospital customers over the years. 


AMERICAN-planned and equipped, new laundry at 
Agnews State Hospital, Agnew, Calif., has 7 CASCADE 
Automatic Unloading Washers with Full Automatic Wash- 
ing Controls, shown above. Modernization of laundry re- 
duced work week from 48 to 40 hours. 


The 


LAUNDRY MACHINERY CO. 


CINCINNATI 12, OHIO 
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NEW YEAR, 1953, has started. 

For some of us, it will be a 

time of new budgets and new 

plans. But for others, it will be 

undistinguished by dramatic 

changes. For the essence of all hos- 

pital operation is continuity. And 

the vital services hospitals perform 

will continue—24 hours a day, 
seven days a week. 


On JANUARY 1, field representa- 
tives of the various member or- 
ganizations began to conduct 
surveys for the purpose of hospital 
accreditation for the Joint Com- 
mission on Accreditation of Hos- 
pitals. The commission is looking 
forward with anticipation to this 
new year. We would appreciate the 


“Dr 


chance to assist hospitals with in- 
dividual problems about their ac- 
creditation and would welcome any 
comments on the accreditation 
program itself. | 

For 10 days in November, a 
working conference was held for 12 
field representatives of three of the 
member organizations: the Ameri- 
can College of Surgeons, the 
American Hospital Association ahd 
the American Medical Association. 
Mac” was there, too, and 
helped us in our review and dis- 
cussion of the purposes, means and 
objectives of hospital accreditation. 

Senator Lister Hill of Alabama 
gave the accreditation program a 
good send-off at the formal cere- 
mony where the Board of Regents 


IF MELTED 
the pack is perfectly 
SAFE 


IF NOT MELTED 
the pack is 
DANGEROUS 


Diack 


AT A GLANCE METHOD 
PREVENTIN G INFECTION 


* Before autoclaving, place 
a Diack Control at the center 
of each large bundle of dress- 
ings, particularly in the large 
bundles located at the bottoms 
of the chamber. 


When the charge has been run 
each pack of dressings may be 
checked for complete sterility 
by pulling the Diack out of the 
bundle. Examine the tablet; if 
melted, the dressings are SAFE! 


Diack Controls 


ea? NOSTH 4\ O48 MIC HK 


‘ SMITH AND UNDERWOOD 


Sole Manufacturers Diack Controls and 
Inform Controls 


of the A.C.S. conveyed its Hospital 
Standardization Program to the 
joint commission through its first 
chairman, Dr. Gunnar Gundersen. 
Senator Hill said: 

“In the acceptance of the pro- 
gram, you, the members of the 
Joint Commission on Accredita- 
tion, must give an accounting to 
millions of patients of today and 
of tomorrow. The lives of patients 
may well depend upon the stand- 
ards you fix and enforce. A great 
trust is imposed in your hands. To 
that trust you will be faithful.” 

I agree with Senator Hill. The 
commission will be faithful to this 
trust. 


A QUESTION THAT has consumed 
a good deal of my time recently 
and one I’m sure you, too, have 
pondered at some time or other is 
the definition of a hospital. Cer- 
tainly if our joint commission is 
going to accredit hospitals, we 
must know exactly what a hospital 
is. At the moment, the answer is 
not pressing, since the three basic 
criteria are operable. These criteria 
are: (1) The hospital shall be reg- 
istered by the A.M.A.; (2) it should 
have at least 25 beds, and (3) it 
shall have been in operation for at 


’ least one year. 


As we continue, however, an 
evaluation must be made of these 
criteria. The standards of care, too, 
I feel, may also have to be re- 
viewed. Dr. John R. McGibony of 
the Public Health Service recently 
showed me the summary of a spe- 
cial study he had done on the def- 
inition of a hospital for use in 
state licensing laws. You’d be sur- 
prised by the great numbers of 
definitions of a hospital. Dr. 
McGibony has evolved a composite 
definition that impressed me as be- 
ing particularly good. Because of 
the interest in the subject—re- 
flected in many inquiries from hos- 
pitals as well as from. various 
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new dual antibiotic combination 


in free-flowing aqueous suspension 


ready for instant use 


Aqucous-Ds 


FLO-CILLIN AQUEOUS-DS 
affords the same well-known 
practical advantages as 
FLO-CILLIN AQUEOUS: 

a permanent, free-flowing 
drain-free suspension-solution 
ready for instant use 

Without addition of a diluent. 


SUPPLIED IN 2 STRENGTHS, EACH IN 2 SIZES: 
1. 0.5 Gm. dihydrostreptomycin with 400,000 units 
crystalline procaine penicillin G per dose (2 cc.) 
Single-dose vials (2 cc.) + Five-dese vials (10 cc.) 


2. 1.0 Gm. dihydrostreptomycin with 400,000 units 
crystalline procaine penicillin G per dose (3 cc.) 
Single-dese vials (3 cc.) + Five-dese vials (15 cc.) - 
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FLEX-STRAW. 


THE ALL-PURPOSE, 
DISPOSABLE 
DRINKING TUBE 


for use in both HOT 
and COLD LIQUIDS 


PATENTED 


ELIMINATES STERILIZATION, 
BREAKAGE and ACCIDENTS 


SAVES TIME AND MONEY 


BOTH UNWRAPPED AND 
INDIVIDUALLY WRAPPED 


. 
PACKED 500 TO BOX 
20 BOXES TO CASE OF 10,000 


CANADIAN DISTRIBUTORS— 
INGRAM & BELL, LTD. 
HEADQUARTERS, TORONTO 


ORDER FROM YOUR AREA. 
DISTRIBUTOR TODAY 


FLEX-STRAW CORP. 


CLEVELAND 3, OHIO 


agencies—the American Hospital 
Association is planning a special 
conference in January on the prob- 
lems relating to the definition of a 
hospital. | 

In this connection, we must rec- 
ognize the growing importance of 
what we now call nursing homes. 
Should they have a more definitive 
relationship to hospitals? If so, 
how? Dr. Dean Roberts and the 
Commission on Chronic Illness 
have been investigating this prob- 
lem, which is of tremendous sig- 
nificance with the rapidly increas- 
ing numbers of aged persons. 


ry. 

l HE DAY AFTER Thanksgiving, I 
reported as a Priority III physician 
for a physical examination at one 
of the armed forces induction sta- 
tions. It was quite an experience, 
enhanced by the fact that although 
I was instructed to report at 6:30 
in the morning I arrived too early 
and had to wait outside in 13 
degree weather for the doors to 
open. It seems to me that Major 
General George Armstrong and his 
associates, the other surgeons gen- 
eral, are doing an excellent job. 
While we weren’t examined as 
thoroughly as we would have been 
in some hospital’s outpatient de- 
partment, it was certainly a good 
screening mechanism to _ locate 


pathology. 


This question came to mind 
during the examination, which 
took more than four hours: What 
can be done administratively to 
speed up the care and examination 
of outpatients? I firmly believe 
that the expansion and better 
utilization of outpatient facilities 
must keep pace with our progress 
in the provision of medical care. 


ray 
= REPORT OF THE President’s 
Commission on Health Needs 
should be published by the time 
you read this. At one of their nu- 
merous panels, I discussed the 
unmet financial needs of hospitals. 
You would be interested in some 
of the questions the group asked 
me, for they revealed that the par- 
ticipants have given consideration 
to many. paramount problems in 
the field of hospitalization. Here 
are a tew of the more pertinent 
queries: 


>» Can a hospital of 25 beds be 


operated economically and effici- - 


ently? 

» What is the most efficient size 
of a hospital from an operational 
standpoint? 

» What is the answer to the 
closed staff problem in hospitals? 

>» How many hospital beds are 
required per 1,000 population? 

» Are patients who are insured 
with Blue Cross over-hospitalized? 

» In present hospital planning, 
is. consideration being given to 
plasticity and fluidity in structure? 

There were many other equally 
challenging questions asked. I only 
wish I knew the answers to just 
some of them. Seems to me that 
they lend further testimony to the 
need for a research Institute of 
Hospital Affairs. 


On A SUNDAY RECENTLY, Dr. 
Harkness of our Community 
Church printed a prayer in the 
church program that has been an 
inspiration to me as well as to 
many other persons who have read 
or heard it. The prayer was origi- 
nally offered by the late Peter 
Marshall, chaplain of the Senate: 

“We pray that the people of Amer- 
ica who have made such progress in 
material things may now seek to 
grow in spiritual understanding. We 
have improved means, but not ends. 
We have better ways of getting there, 
but we have no better places to go. 
We can save more time, but are not 
making any better use of the time we 
save. 

We need Thy help to do something 
about the world’s true problems— 
The problem of lying, which is called 
propaganda; the problem of selfish- 
ness, which is called self-interest; the 
problem of greed, which is called 
profit; the problem of license, dis- 
guising itself as liberty; the problem 
of lust, masquerading as love; the 
problem of materialism, the hook 
which is baited with security. 

“Hear our prayer, O Lord, for the 
spiritual understanding which is bet- 
ter than political wisdom, that we 
may see our problems for what they 
are. This we ask in Jesus’ name. 
Amen.” 


| SHOULD LIKE to take this oppor- 
tunity to wish you, one and all, a 
very happy new year. 


Edwin L. Crosby, M.D., President 
American Hospital Association 
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LABORATORY 


“Se 


Cleans thoroughly and safely all leborstery 
giasswore, surgical ingituments, porcelain, 
plastic, rubber and metal equipmesi. 


Eliminetes tedious scrubbing. 


Works equally weil in 
no acum or film. 


Harmless to skin. No rubber glewes roquired, 
Will not etch fine gleseware, 7 
Removes dried blood, bone end tlesue. 


Economical, A spoonful mekes whele gallon 
of active cleaner, 


Recognized and eccepted for over fifteen peers by 
hospitals, clinics, laboratories tad ladestry, 


2 
= 
| 
| 
— 
Matte, 
2 
= 
4 be 
| 
r & 
a 
, 
. 
. 
| i ALCONUA, INC., 61 Cornelison Ave., Jersey City 4, N.J 


wide network of distributors helps give you the 


POLAR 


stainless steel 


for Heavy Duty 
Service 


To HOSPITAL administrators, the decisive advan- 
tage of clinical Polar Ware is its long life expectancy 
— probably the lowest cost year after year deprecia- 
tion that you can find. 

Not only is clinical Polar Ware practically inde- 
structible . . . you need spend little time with it. 
Antiseptics, medicines, soaps, detergents, high tem- 
peratures or cold do itno harm. There are no wash- 
ing worries either — Polar Ware's seamless construc- 
tion provides an extra measure of assured sterility. 
Its hard, dense surface retains its luster indefinitely, 
will outlast any other material. And because stain- 
less steel is recognized everywhere as being ‘‘mod- 
ern” and “the finest,’ you can be certain clinical 
Polar Ware gives patients a positive mental attitude, 
and the favorable impression of your hospital that 
you want them to have. 

As the pioneer producer of institutional stainless 
utensils, Polar Ware offers you hygienic seamless 
construction, functional designs, and a complete line 
that has long been performance proved. A nation- 


fastest possible.service. Ask the supply men who 
call on you. You'll find the best of them carry 
Polar Ware. 


Polar Ware Co. 
complete Polar Ware line 
LAKE SHORE ROAD = SHEBOYGAN, WISCONSIN 
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A CASTLE-EQUIPPED LABORATORY 


... greater precision control... 
performance capacity eee safety 


The uncompromising demands of the precision 

performances required in hospital, research or 
commercial laboratory work have resulted inthe __ 
development of matchless Castle equipment for __ 


every laboratory need. 


Hot Air Sterilizers 
Affording an accuracy of temper- 
ature control heretofore unavail- 
able. Completely non-corrosive 
and resistant to high tempera- 
tures. Chamber walls fabricated 
of stainless steel, will not warp 
nor disintegrate through contact 
with acids. Double doors are 
provided which are double 
walled, insulated, and equipped 
with heavy hinges. Locking bar 
type of catch with Bakelite 
handle is standard. 


WRITE TODAY tor complete information and specifications 


WILMOT CASTLE 
1184 University Ave. 
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@ Incubators 


Functions by radiant heat and 
features arc-proof thermo regu- 
lators for greatest safety and ac- 
curacy in any given perform- 
ance. Triple construction of wall 

. water compartment—cork— 
dead air, is designed to maintain 
constant and uniform tempera- 
ture with predictable uniformity. 
Dead air, the most efficient in- 
sulating medium known, is em- 
ployed to eliminate any percep- 
tible fluctuations in temperature. 
Multiple door sets permit obser- 
vation of load without cooling 
exposure to room atmosphere. 
AVAILABLE AS SINGLE OR 
DOUBLE COMPARTMENT 
UNIT. 


COMPANY 
Rochester 7, N.Y. 
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®@ Arnold Type Sterilizer 


Unsurpassed for vapor steam 
sterilization at 100° c. with un- 
varying temperature fidelity. 
Construction - is designed to 
create and convey steam rapidly 
through a funnel to the steriliz- 
ing chamber. Excess steam is 
adequately condensed and car- 
ried to the waste line. 


@ Pressure Laboratory Avtoclaves 


Featuring a unique system of valving and auto 
matic control mechanism which permits the 
accurate establishment and precise duplication 
of any given performance. 

The incorporation of special valving is designed 
to (a) permit slow exhaust of chamber pressure 
as required for media and solutions, (b) valv- 
ing for coagulation and sterilization of blood 
serum slants, (c) valving for flowing steam 
performance. ALSO ACCOMMODATES DRY 
SUPPLIES. 

Available units include double-wall or single 
wall types; cylindrical or rectangular models in 
wide capacity ranges, open or recessed mounting 


Castle specializes in the development of custom. 
built equipment to meet special technical needs. 
WE INVITE YOUR INQUIRY. 


STERILIZERS AND LIGHTS 
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There are many obvious reasons why so many of America’s 


leading hospitals choose Ivory Soap above all others. 


lvory's superb purity, for example. Or its gentle 


cleansing action on the skin. Or its freedom from perfume. 


But perhaps there’s a reason which is not quite so 

obvious. It's because Ivory is literally an old, familiar 
“friend” to so many, many people who come 

to the hospital — as patients or visitors or members of the 


hospital’s own organization. 


lvory has won millions of friends in every walk of 
life since it was introduced more than 70 years ago. 
That's one big reason why "Ivory Service” is 

so widely represented and appreciated in the 


hospitals of America. 


99'% 0% Pure— 
It Floats 


Ivory Soap in the popular unwrapped 
3-ounce size (packed weight) is available 


Ba! ~ for hospital use. There are four smaller 
CINCINNATI, OHIO sizes, too—in wrapped or unwrapped cakes. 


16 HOSPITALS 


| 
oe 
j ; 
Ore 
“J 
VW 
oe 
} 
~ 
| 
J 
J 
J 
j 
J 


Easier to See... New PIONEER Method 
L 


Speeds Glove Sorting . . . Cuts Labor Cost 


Multi-Size Markings 


No Color Code to Memorize 


Size is clearly printed 
in a row like this... 


clear across the cuff . . . easily visible in a sorting pile. : 
As gloves are separated and pile is disturbed, other size | 
markings come instantly into view. Sorting goes faster, 
and is more accurate because there is no color code 
to memorize. 


Time and money-saving Multi-Size Markings are available 
exclusively on PIONEER longer-lasting surgical gloves 
at no additional cost. Order famous Rollprufs®— with 
beadless, flat-banded wrists that snap over sleeves and 
$-t-a-y there. In white or brown virgin latex of the highest 
quality, sheer, tough and smooth fitting. Ask for the new 
PIONEER catalog too .. . gives you complete description 
of these and other fine PIONEER surgical gloves. 


RP 168 Brown Latex 


Makers of Fine Surgical Gloves for More thon 30 Years 
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Definitions 


Will you please send me acceptable 
definitions of the term “internship,” 
“residency” and “fellowship.” 

The Council on Medical Educa- 
tion and Hospitals, American Med- 
ical Association; has been working 
on the definitions of these terms, 
and has developed the following 
statements: 

The internship is that phase of 
medical education and _ training 
which ordinarily follows immedi- 
ately upon completion of the four- 
year undergraduate medical 
curriculum. It consists of the su- 
pervised practice of medicine 
among the patients in a hospital 
and its outpatient department 
with continued instruction in the 


science and art of medicine by the — 


hospital staff. 

A residency is a form of gradu- 
ate training, providing experience 
and advanced training in prepara- 
tion for the practice of a specialty 
in one of the divisions of medicine, 
surgery and other specialized 
fields. | 

A fellowship is a form of grad- 
uate training, similar in nature to 
a residency but usually offering 
greater opportunity for teaching, 
study in the basic sciences and 
research. It is usually considered a 
medical school rather than.a hos- 
pital appointment. 

I feel these interpretations are 
very good and hope they will an- 
swer your inquiry.—Dr. MALCOLM 
T. MACEACHERN. 


Narcotics records 


Can you please give me some informa- 
tion on how long narcotics records should 
be kept? 

According to Section 2554 (c) 
(2) of the Internal Revenue Code, 
a dealer shall preserve prescrip- 
tions for narcotics for a period of 
two years from the day on which 
the prescription is filled. They 
must be readily accessible to in- 
spection by the officers, agents, 
employees and officials mentioned 
in section 2556 of the Internal 
Revenue Code. 


RVICE FROM HEADQUARTER 


The same information is re- 
peated in the Regulations.— Dr. 


, CHARLES U. LETOURNEAU. 


Public relations program 


I am serving as a public information 
director and would like your assistance in 
organizing a public relations program for 
the hospital. I am making arrangements 
for a weekly health program over a local 
radio station, and I am also preparing an 
annual report. I would like to see some 
samples of what other hospitals are doing 
in this line. 


For your weekly health program, 
we suggest “At Your Service,” a 
series of thirteen 15 minute radio 
transcriptions which we can offer 
you on either a rental or sale basis. 
The series presents dramatically 
various phases of hospital life—the 
first on hospital service in general 
and others on specific departments. 
The timing of each allows for add- 
ing special comments relating to 
the local community hospital. The 
records may be rented for $5 for a 
six month period, or may be pur- 
chased for $25. We also have the 
scripts of these shows, if you are 
interested. 

The Health Information Founda- 
tion, 420 Lexington Avenue, New 
York 17, also has radio transcrip- 
tions that are available to hospitals 
and other organizations. “All Their 
Powers”’ is one series, comprised of 
five half-hour shows, each telling 
the true story of how citizens of 
a certain community worked to- 
gether for their own health pro- 
tection. Each story is separate. 
“Endless Frontiers” is another se- 
ries of five half-hour shows. The 
theme is new discoveries in medi- 
cine and health care. 

We have some mats available for 
your annual report. The complete 
set of seven, including the income 
and expense scale, is available 
for $5. 

Samples of annual reports pro- 
duced by small hospitals are avail- 
able in the library of the American 
Hospital Association. You may also 
be Setenianadlt in “Telling Your 
Hospital Story,” which outlines in 
a single volume a complete public 


relations program for hospitals. 
The price of the book is $5.—ANN 
S. FRIEND. 


Salary payment 


Our institution is in the process of re- 
organizing our method of salary payment. 
This institution consists of 800 beds and 
employs 600 people. We are most in- 
terested in learning what methods similar 
institutions of this size use with regard 
to the following: (1) Length of work 
week; (2) basis of payment: (a) hour, 
(b) week, (c) month, (d) year; (3) 
when paid: Weekly, every second week, 
semimonthly, monthly ). 

You will find information on the 
average work week in the Hospital 
Salary Survey which the American 
Hospital Association publishes an- 
nually. | 

The trend seems to be toward 
paying salaries on a weekly basis 
payable every two weeks. Many 
hospitals have found that this sim- 
plifies their payroll procedures 
since a weekly pay period always 
has the same number of working 
days which makes it easier to com- 
pute salaries for broken work 
weeks. 

The difficulty of changing from, 
a semimonthly to a_ biweekly 
method of payment is that em- 
ployees usually expect to receive 
the same pay for two weeks as for 
half a month because they usual- 
ly fail to recognize that there are 
4.3 weeks in a month. Another 
problem posed by a weekly payroll 
is the difficulty of reconciling it 


with other accounts which are 


usually kept on a monthly basis. 
——-CORINNE OLSON. 


Keeping donors informed 


Should former as well as potential con- 
tributors be informed of a community 
hospital’s affairs? How should this be 
handled? 

The practice of following up 
contributions to the hospital by” 
keeping donors informed about 
hospital affairs is indeed a sound 
one. It is a logical part of a public 
relations program which is aimed 
at bringing a great many people 
closer to the hospital. This one 
special group is a particularly im- 
portant part of your public, for the 
reason that voluntary gifts are a 
continuing need of the hospital. 

Many hospitals keep former con- 
tributors and other friends of the 
hospital (all potential contribu- 
tors) informed by means of a 
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laundry expense 


nursing time and labor 
on mattresses and bed linen 


Give Patient Greater Comfort 


... with NEW SANI-PAN COMFORT BED 


The new Sani-Pan-Comfort Bed (de- 
veloped by a doctor) manufactured by 
Frank A. Hall & Sons is revolutionizing 
the care of cardiac, neurological, genito- 
urinary, orthopedic and senile cases. It 
is also ideal as a pack-bed for extensive 
burn cases and most post-operative situ- 
ations. 

A heavy Nylon sheet firmly attached 
to two side rails forms the “upper” mat- 
tress of the new bed. A crank allows this 
sheeting to be regulated for firm or loose 
support. A foam rubber mattress oper- 
ates in unison with this sheeting and 
provides added support. In the center of 
the Nylon “upper” mattress, a 12-inch 
reinforced slit, below which a bed pan 
is placed, permits automatic drainage of 
all fluids. 

The result is a bed of utmost comfort 
that will be dry 10 to 15 minutes after 
being under a shower, that is simple 
to clean and completely odorless even 
with the most chronically incontinent 
patients. 


BEFORE: During test at a State Hospital. Back 
with urine rash and bed sores after 12 days of 
routine care in conventional bed. 


* 


AFTER: Same back within 48 hours of less than 
routine care in Sahi-Pan-Comfort Bed. 


“Diseased” back is completely healed. 
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ABOVE: The Hal! Sani-Pan-Comfort Bed in 


\ 


which Nylon and foam rubber completely re- 
place the usual steel bed springs, hair mat- 
tress, rubber sheet, draw sheet and bed sheet. 
A comfortable, no-lump, wrinkle free, always 
dry and well aired utility bed is the result. 


-4 


INSET: Positioning pan from the side. 
Note reinforced slit in Nylon sheeting for 


automatic drainage. 


A State Hospital Reports— 


“Three years of continuous use on 
wards show that the Sani-Pan Com- 
fort Bed saves up to 10 sheets a day, 
16 liftings per patient. It makes good 
nursing care easier and better, pre- 


vents and cures urine rashes and bed 
sores, eliminates hard nursing chores 
such as lifting patients onto bed pans 
or into tub baths, saves medication 
costs, mattresses, sheets and springs.” 


Write for Complete information and Literature — 


Frank A. Hall & Sons 


MANUFACTURERS OF “LASTINGLY RIGID” HOSPITAL BEDS 
General Offices: 120 BAXTER StrEET, New York 13, N. Y. 


Showrooms: 200 MADISON AVENUE, New York 16, N. Y. 


= 
ng. 
* 
| 4 
~ 
| 
7 
“ 
| 


monthly communication—possibly 
a newsletter, a regular printed 
bulletin or even a simple memor- 
andum describing current happen- 
ings, problems and plans for the 
future. The exact content of these 
communications depends upon the 
audience they are directed to. For 
example, a small hospital might 
issue only one publication which 
would be read by employees, trus- 


pital; a larger hospital with a more 


generous budget for public rela- 
tions might issue two or three dif- 
ferent publications, each designed 
for a separate group. 

The names of contributors to the 
hospital would also be on the mail- 
ing list to receive the annual report 
and invitations to any events they 


might like to attend such as hos-. 


pital open house, dedication cere- 


monies, nurse graduation exercises 
and the like. 


tees, medical and administrative 
staffs and friends outside the hos- 


FLEXIBLE PLASTIC 


TUBING 


CH;COOH 


C.H,;OH 


HANDLES THE TOUGHEST CHEMICALS 


Imagine a clear glass tubing so flexible you can tie it in knots and 
you have a pretty accurate picture of TYGON laboratory tubing. 
For, in many properties, TYGON is virtually the same as glass. 

Take chemical resistance, for instance: TYGON, like glass, resists both 
acids and alkalies plus oils, greases, water, and some solvents. Against 


some chemicals TYGON’s resistance is better, against other it is mot , 


quite so good. In general, the resistance of both materials is excellent. 
TYGON also is clear, smooth-surfaced, non-contaminating, and long 
lasting. You get full, safe transmission ‘of the most sensitive solutions 
for long periods of time. And, TYGON is fully flexible. It goes from 
anywhere to anywhere with no trouble — cuts down tremendously 
on “set-up” time. 


TYGON is an effective, economical means of handling the toughest 
chemicals with ease. Y our laboratory supply dealer has TY GON in stock. 
Remember: 
1F IT’S BRANDED... GENUINE 


AKRON 9, OHIO 


THE U. S. STONEWARE CO. ¢* Plastics & Synthetics Division ° 
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If the job of keeping this one 
group, and others, informed about 
the hospital is to be done properly, 
it should be put in the hands of 
one person and that person given 
the time and the authority it re- 
quires. Where it is not possible, or 
not necessary, to employ a full- 
time public relations director, one 
of two courses is often taken: (1) 
public relations duties are com- 
bined with those of another de- 
partment; (2) a part-time public 
relations person is engaged.—ANN 
S. FRIEND. 


Anesthesia machine 


Is our hospital obligated to purchase 
an anesthesia machine? If so, how should 
it be paid for? Is it possible to charge the 
physician for the use of such equipment? 

From a strictly legal point of 
view, the hospital is not obligated 
to purchase an anesthesia machine. 
The hospital, however, does have a 
moral obligation to render the 
highest quality of service that is 
available to its patients. If the pur- 
chase of a gas anesthesia machine 
will improve the quality of care, 
then the hospital should make 
every effort to obtain such equip- 
ment if there is a qualified physi- 
cian or ‘nurse anesthetist available 
to use it. 

Payment is a matter of policy 
for the board of trustees to decide. 
There are many ways in which 
suitable arrangements can be made 
to pay for the machine. 

Some hospitals purchase the 
equipment outright, and amortize 
its cost as a legitimate charge 
against the cost of the operating . 
room. The increased cost is usually © 
reflected in increased operating 
room charges to the patient. 

Some hospitals prefer to make a 
separate charge to the patient for 
anesthetic services. Since the anes- 
thetist may also send a bill for his 
services, the rendering of two bills 
for an anesthetic is often difficult 
for the patient to understand. 

Another method that has been 
devised is for the hospital to work 
out a percentage arrangement with 
the anesthetist so that a portion of 
the charge is received by the hos- 
pital and the remainder by ‘the 


anesthetist. It is possible but .not 


customary to make charges to the 
physician for the use of hospital 
eaquipment.—Dr. CHARLES U. LE- 
TOURNEAU. 
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PATTERNED FIT 


The new HOSPITAL PACKAGES of B-D DYNAFIT 
and YALE HYPODERMIC SYRINGES and BD YALE 
— HYPODERMIC NEEDLES are patterned to lit ae 
institutional needs for convenient dispensing. 
, economy of storage space, and dollar savings. f 


YOU SAVE $1.00 PER GROSS YOU SAVE $12.00 PER GROSS 
when you buy B-D YALE Hypodermic when you buy B-D DYNAFIT® and YALE® 
Needles in Hospital Packages of one Hypodermic Syringes in Hospital Packages of 3 dozen 
gross of a size and length. Available in of a size and type to a package. BD DYNAFIT 
the eleven most often used gauges SYRINGE available in 2 cc., 5 ce. and 10 cc., with 
and lengths. Packed ¥% dozen Luer-Lok or Metal Luer Tip. BD YALE SYRINGE 
needles to a perforated card, available in 2 cc., 5 cc. and 10 cc., with Luer-Lok, 
 —— Metal Luer, or Glass Tip. 


BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


B-D, DYNAFIT, LUER-LOK and YALE, Trademarks Reg. U.S. Pot. Off. 
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FLORISTS’ 


How many times have you seen FLOWERS-BY-WIRE put 
a smile on the face of even the tiredest patient. 

Your F.T.D. Florist now delivers fresh flowers... 
prearranged ,. . in “long life,” chemically 


treated water. They need no special care. 


No extra work or handling with 


Fk. T.D. FLOWERS! 
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BLO-COLDS 


cool hospital 
storage rooms 
efficiently 


A hospital the size of the San Francisco County Hos- 
pital has numerous refrigeration needs. Chief among 
these is a system of food storage and care that 
affords maximum protection, minimum expense, and 
exceedingly quiet operation. Acme Industries 
helped the Sah Francisco staff solve their problems 
through the installation of 11 Blo-Cold Industrial 
Unit Coolers. The units were installed in rooms used 
for storing meats, vegetables, milk, salads, desserts, 
butter, eggs, cheese; and in chilling rooms, dry stor- 
age rooms dnd the bakery. 


Installation was made by Scott Co., a local firm of enginters, 

and has been in operation for 4 years. The original installation 
‘precautions have resulted in the constant maintenance of cor- 
rect temperatures. The staff completely approves the cooling 
efficiency and applauds the dependable operation. Write to- 
day for catalog 932-H. 


(a) The Produce Storage Room where an Acme Blo-Cold protects perishable 
vegetables. 
(b) The Acme Blo-Cold Industrial Unit Cooler. 


ACME INDUSTRIES, INC. 


JACKSON, MICHIGAN 


Direct Expansion 
(Dry-Ex) and Flooded 


Flow-Temp Heat 


iqui hell Tube, Shell P 
Cooling Towers Heat Exchangers, . Packaged Liquid Flow-Cold Liquid Heating and 
Floor-type Unit Coolers Oil separators Receivers. Pipe Coils Chillers to 225 tons ‘ Chillers Cooling 


Continuously serving the refrigeration and air conditioning industry since 1919 
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STERILIZED SURGICAL BLADES 


A dramatic contribution towards greater patient safety, 
a and simplified operating room technic. 


Highlights of Major Importance — 


@ No preoperative preparation of blades ever required. Dispenses with tim.e- 
consuming technics. Avoids time allowance necessary to insure evapora- 
tion of skin-irritating chemical solutions when employed. 


@ Saves valuable nursing time. A Sterisharps blade can be peeled, spilled ‘e 
and placed at the sargeon’s command within seconds. Spill blade on sterile 


@ Cuts costs . . . no special equipment to insure preservation of edges, no surface a" eb to 
’ jars or chemical solutions required. Frees valuable storage space. A.S.R. Handle. 


@ A unique Control System under the direct supervision of eminent scien- 
tific authorities, serves as a constant means of determining the bacteri- 
ologic safety of every blade lot permitted to leave our factory. 


@ Solves the blade sterilizing problem with equal efficiency in private office 
. emergency kitbag use . . . rural, industrial, field and combat service 
armamentaria. 


WRITE TODAY for complete information 
or ask your dealer 


AMERICAN SAFETY RAZOR CORPORATION 
315 Jay Street (Hospital Division} Brooklyn 1, N. Y. 


SPECIALISTS IN SHARPS © FOR OVER 50 YEARS 
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THE PRICELESS QUALITY 
BUILT INTO EVERY UNIT 


GOMCO THERMOTIC DRAINAGE PUMPS 


What is the price of reliability in equipment? When 
it means.a unit ever-ready to do its important job 
month after month, year after year —a unit you can 
always count on —then its value to the clinic or 
hospital is beyond price. 


Gomco units have gained this reputation through years 
of use. Gomco Thermotic Drainage Pumps are widely 

used in leading hospitals for their gentle, on-off 

suction so essential in post-operative drainage where 
delicate tissues must be protected. Automatic, they 
operate indefinitely without attention other than emptying 
the gallon suction bottle. A trap bottle protects 

against overflow damage in the Gomco No. 765 
model, while the Gomco No. 765-A has the 

added protection of Gomco’s exclusive Aerovent 
Overflow Valve. There are no moving parts to 

wear out or make any noise. Ask your supplier 
about these investments in gently, completely 

reliable suction service. 


GOMCO SURGICAL MANUFACTURING CORP. 
&20-H E. Ferry St. Buffalo It, N. Y. 
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kan now ow this man / 


He’s the sales representative of your hospital supply house —the man you 
call in an emergency — your dependable right arm. : 


We are fortunate to have him recommend, 
sample and sell our quality 


HOSPITAL SANITARY NAPKINS and PROTECTIVE UNDERPADS 


including our 


NEW 12 INCH MATERNITY (O.B.) PAD and our 


New “/extile Covered (Non-Woven) UNDERPAD 


_ Both napkins and underpads are sold and shipped 
' under the label of your hospital supply house 


This assures a trifle guarantee of satisfaction 


1. The salesman who serves you. 
2. The house he proudly represents. 


3. Diana—the manufacturer of time-tested 
products for over 40 years. 


DIANA MANUFACTURING co. 


GREEN BAY, | WISCONSIN 


' 
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dont settle 
for -less than 


com a N Y 


STAINLESS STEEL 
EQUIPMENT 


You'll get longer life, reduced * 
maintenance and better 
appearance from Shampaine 
Stainless Steel, because 
Shampaine has superior 
fabricating methods and design. 
Just look at the typical 
features,shown here. 


Shampaine 


MANUFACTURERS OF A COMPLETE LINE OF 
PHYSICIANS’ AND HOSPITAL EQUIPMENT 


Shanpaine Stainiess Steel Equipment includes such items as. 


nesthetist's 
ables 
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DOUBLE-TOP CONSTRUCTION 
for extra strength, with sound- 
deadening material between 
top and sub-top 


STRONG, SMOOTH WELDS 
ore easy to clean, promote 
asepsis, insure greater 
strength 


POLISHED SURFACES 
ore ready conductors of static 
electricity. Easy to clean. Stay 
bright for o lifetime 


CONDUCTIVE CASTERS 
available to reduce danger of 
static electricity in hazardous 
creas 


Mail coupon for complete information on 
the Shampaine Stainless Steel Line. 


SHAMPAINE CO., 

DEPT. H-1 

1920 SO. JEFFERSON AVE., 
ST. LOUIS 4, MO. 


PLEASE SEND ME COMPLETE INFORMATION 
ON THE SHAMPAINE STAINLESS STEEL LINE 


Name 


Street 


City & Zone 


My dealer is. 
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age! 


If you are over 21 (or under 101) it’s none too soon for 

you to follow the example of our hero, Ed Parmalee, 

and face the life-saving facts about cancer as presented in our 
new film “Man Alive!”. You’ll learn, too, that cancer is not 
unlike serious engine trouble—it usually gives you a warning: 


(1) any sore that does not heal (2) alump or thickening, 

in the breast orelsewhere (3) unusual bleeding or discharge 
(4) any changeinawartormole (5) persistent indigestion 
or difficulty in swallowing (6) persistent hoarseness or 
cough (7) any change in normal bowel habits. 

While these may not always mean cancer, any one of them 
should mean a visit to your doctor. 

Most cancers are curable but only if treated in time! 


You and Ed will also learn that until science finds a cure for 
all cancers your best “insurance” is a thorough health 
examination every year, no matter how well you may feel— 
twice a year if you are a man over 45 or a woman over 35. 


For information on where you can see this film, call us or 
write to “Cancer” in care of your local Post Office. 


American Cancer Society 


MAN ALIVE! is the story of Ed Parmalee, whose 
fear weakens his judgment. He uses denial, sar- 
casm and anger in a delightful fashion to avoid 
having his car properly serviced and to avoid going 
to a doctor to have a symptom checked that may 
mean cancer. He finally learns what a difference it 

_ makes (in his peace of mind and in his disposition) 
to know how he can best guard himself and his 
family against death from cancer. 
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PACE-SAVING plus value 
~ TERMINAL STERILIZER 


— 


MADE ONLY 
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The control panel of the 
Ideal Terminal Sterilizer 
gives complete informa- 
tion as to operating pro- 
cedure, All the nurse does 
is: 1—Close the drain 
valve; 2——Insert baskets: 
3--Set the timer switch 
to start position: 4—-Turn 
the master switch on. 
Thereafter the nurse is 
completely free to leave 
the room and if she does 
not return for hours the 
formula still is safely kept 
cool within the sealed in- 
terior of the Sterilizer. 


= ESTABLISHED IN 18842 


Swartzbough MANUFACTURING COMPANY Equipment sad Sug y Co., Los 


TOLEDO 6, OHIO 


HOSPITAL EQUIPMENT 
te 


You can have a completely equipped formula room 
in as little as 90 square feet of floor space when 
you replace your out-dated formula sterilizer with 
the new Ideal Terminal Sterilizer. 

You need only electric current and running 
water—you don’t even need any hot water lines. 

Not more than four hours of labor are required 
to install the Ideal Terminal Sterilizer in operat- 
ing condition. 

Add to these savings of space, materials and 
money the saving in nurse time. The record shows 
that when four nurses were required in the form- 
ula room prior to installation only one nurse was 
needed after installation of the Ideal Terminal 
Sterilizer. Space-wise and budget-wise no hospital 
can afford to be without the Ideal Terminal Steri- 
lizer. 

But the outstanding reason why hospitals all 
over America are installing this new Ideal unit is 
because it is the first piece of equipment ever de- 
vised that will sterilize infant formula, bottles, 
nipples and caps automatically and pre-cool the 
formulae for refrigeration. 

Hospitals which average 75% good formula by 
the infinitely various old methods now average 
100% good formula with the Ideal Terminal Steri- 
lizer. Where rubber nipples had a life of one«two 
weeks in a pressure sterilizer, they last two-three 
months. No bottles are broken by pressure or 
heat—no bottles explode. No formula is wasted 
by overheating. 

The average hospital will save the price of an 
Ideal Terminal Sterilizer every year it is used. 
Anybody can operate it. Being entirely automatic. 
nobody needs to watch it. It is absolutely safe- 
guarded against neglect or failure of water or 
power or of any of its operating parts. 
ideal engineers will gladly help you plan the installation of an 
Ideal Terminal Sterilizer in whatever space you may want to use. 
This service is entirely free. 


OTHER PRODUCTS 


IDEAL FOOD CONVEYORS 

dy, HOT PACK HEATERS 

BLOOD BANK GUARD 
BASSINET BASKET 


Distributed by the Colson Corp- 
oration, Elyria, Obio; The Colson 


ranciaco. In 
Canada: Cawedian Fairbanks- 
Morse 
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VACANCY: 


Valuable space, 
inquire below. 


ee 


@ Do you have a special syringe drawer filled 
with unbroken parts that you hate to throw 


away, but know you will? 


The use of SEMPRA Interchangeable 
syringes eliminates this waste, frees a drawer for 
active duty, and saves as much as 40% 


on syringe replacement costs. 


On your next syringe order, specify SEMPRA 


and save. 


J. BISHOP & COMPANY 
PLATINUM WORKS : 


Medical Products Division 


MALVERN, PENNSYLVANIA 
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A good thing to know, when you are remodeling or building new quarters, 
is that Royal maintains a skilled designing staff to help you plan modern, 
practical interiors. We will prepare blueprints for you, complete with 
recommendations for furniture, accessories, and color schemes. Of course 
_ there’s no charge or obligation. Write today on your business 
letterhead for free booklet, ‘‘Miss Brush and Mr. Bucket.” 


ROYAL METAL MANUFACTURING COMPANY 


175 North Michigan Avenue, Dept. 61, Chicago | 


Factories: Los Angeles Michigan City ind. Warren Pa. + Walden. N.Y. + Galt. Onterio 
Showrooms. Chicago Los Angeles - San francisco New York City Authorized desiers everywhere 


metal furriture since "97 
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| “More than seven 
| and a quarter million 


Savings Bonds... 
worth at maturity more than 
$236,444,000” 


44, 


yp 


L. L. COLBERT 


President, Chrysler Corporation 


- “A pianned program of thrift is essential to personal, material security. 
The regular purchase of U.S. Savings Bonds can be a sound part of 
any savings program, along with investment in a home and proper in- 

: surance protection. Chrysler Corporation employees support the Pay- 
ae: roll Savings Plan for the purchase of U.S. Savings Bonds. They have 

7 bought more than seven and a quarter million of the bonds, worth at 
maturity more than $236,444,000. Such systematic thrift not only 
benefits them, but strengthens the economy of their country.” 


Plan ... or if you have the Plan and employee par- 
ticipation is less than 50% ...call the attention of 
your President or Chief Executive to 


Largely as a result of consistent thrift by Payroll Sav- 
ers, Americans today hold a cash value of more than 
$49 billion in Defense Bonds. This figure is $7.5 billion 
greater than at the end of the war. 

Every month, 7,500,000 employees of more than 
43,000 companies buy $150 million more in Defense 
Bonds. 

Think of the reservoir of future purchasing power 
7 represented in the more than $49 billion that men and 
| women have put aside for the proverbial rainy day. 

Consider still another benefit to industry. The 
Payroll Saver is a serious worker. Records of many 
companies prove that lost-time accidents decrease, ab- 


Two Easy Steps to a 
Successful Payroll Savings Plan 


1. Phone, wire or write to Savings Bond Division, 
U.S. Treasury Department, Suite 700, Washington 
Building, Washington, D.C. 


2. Your State Director, Savings Bond Division, will 
tell you how to conduct a simple, person-to-person 
canvass that will put a Payroll Application Blank 
in the hands of every employee. 


senteeism is reduced and production improves as en- 
rollment in the Payroll Plan goes up. 
If your company does not have the Payroll Savings 


That is all management has to do. Your employees 
will do the rest. They, like thousands of Chrysler em- 
ployees, want to provide for their personal security. 


> The U. S. Government does not pay for this advertising. The Treasury De- 
partment thanks, for their patriotic donation, the Advertising Council and 
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sterile pre-cut, silk sutures 


ready for use 
17 pre-cut, 18-inch, 


sterile strands per tube. 


increased strength 


no tubing fluid . . . dry silk 
is stronger than wet. 


economy and convenience 


eliminates preparation and sterilization — 


no oils to ruin gloves. 


*T.M. 
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00 MEDIUM CHROMIC 
Sergi 


Breriie 


Ethicon Tru-Chromicized catgut is 


absorbed at a remarkably uniform rate, 


regardless of suture size. 
always specify ETH co NY 


ETHICON SUTURE LABORATORIES INCORPORATED, NEW BRUNSWICK,N.J. 
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May we send you the complete story of 


the 


There are so many things the LAVOILET 
will do for any hospital . . . large 

or small, old or new. 

Itereduces the number of patient bathrooms 
...8aving money and space. 

It reduces the number of nursing calls 
because the patient serves himself 

...and gladly. 

It raises the morale of your nursing staff 
and helps substantially in recruitment. 

It increases hospital revenue 

because patients gladly pay a premium for 
LAVOILET comfort and convenience. 

Now is the time to make the LAVOILET 

a part of anticipated planning... whether it 
be building, expanding or modernizing. 


Q 


Self-servi features con- 
serve tremendous amount 
of nurses| ime. And pa- 
tients th@doughly enjoy 
waiting ob|themselves. 


AVOILET provi les a flushing toil 
dey with hot and running It is 
cas )install . easi\to use, in or outlef bed. 


Toilet ad- 
justed to| bed height. No 
m 6lifting of Dptients. Motor- 


patients a 


... the first name in hospital supplies 


© American Hospital Supply eurperetion 


GENERAL OFFICES - EVANSTON, ILLINOIS 
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ON MAJOR PROBLEMS FACING HOSPITALS—ill 


HE BROAD SUBJECT of finances 
ee constitutes one of the major 
problems confronting hospital ad- 
ministrators and trustees. In a 
recent survey of the American Hos- 
pital Association’s House of Dele- 
gates, this journal learned that 
nursing and finances were just 
about even competitors for first 
place among major worries. Last 
month, HOSPITALS presented, in 
this department, some of the re- 
plies which listed nursing and 
other personnel as primary wor- 
ries. In this issue, the subject is 
‘financing. Here are some of the 
opinions presented by members of 
the House of Delegates. 


Costs and charges must be 
explained to the public 


In my opinion, the most impor- 
tant single problem facing small 
community hospitals, and probably 
the larger teaching institutions, is 
still the problem of adequately ex- 
‘plaining to our public the relation- 
ship of hospital costs and hospital 
charges. 

In some way I would hope that 


a more or less standardized pro-. 


gram could be devised that would 
assist the administrators of the 
small hospitals in their public re- 
lations program on this important 
Cost vs. Charges problem. I have 
had, and will continue to use, most 
of the American Hospital Associa- 
tion releases, which have been ex- 
cellent on this matter, but I am 
still looking for a better way of 
reaching the public with a story 
that the people themselves can un- 
derstand.—CHARLES W. CAPRON, 
administrator, Kerbs Memorial 
Hospital, St. Albans, Vt. 


Hospitals must adjust to the 
expanding prepayment trend 


It is my opinion that the most 
important problem now facing 
hospitals is the adjustment that 
must come with the rapidly de- 
veloping prepayment program. 
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When more than 50 per cent of the 
patients coming to our hospitals 
are paid for—all or in part—by 
various types of prepayment, it 
behooves the hospitals to take an 
active part in the development of 
a good sound program of prepay- 
ment that will tend to best preserve 
our fine voluntary hospital system 
and not tend to lose the control of 
this system to insurance companies 
or other agencies af prepayment. 

There is a multiplicity of pro- 
grams developing in the prepay- 
ment field, and as these have never 
been too well coordinated for the 
benefit of hospitals, it is my opinion 
that most hospitals have not 
thought out too well the impact of 
this major economic change on pre- 
payment.—E. DWIGHT BARNETT, 
M.D., Director, Institute of Admin- 
istrative Medicine, School of Pub- 
lic Health, Columbia University, 
New York City. 


Economic aspects of veterans 
hospitals constitute problem 


The growth of Veterans Admin- 
istration hospitals and the ideology 
they represent seems to me to be 
the greatest problem facing vol- 
untary nonprofit hospitals. in 
America today. 

In a salary study recently con- 
ducted by the St. Louis Chamber 
of Commerce, it was pointed out 
that the new Veterans Adminis- 
tration hospital about to open here 
was scheduling starting salaries of 
general duty nurses at $311 per 
month against the prevailing 
average starting rate of $215 paid 
by the voluntary hospitals of the 
city. Other salary schedules were 
correspondingly above the prevail- 
ing rates and it was learned that 
these salary schedules are author- 
ized by an act of Congress apply- 
ing uniformly all over the United 
States and cannot under any cir- 
cumstances be changed to meet 
local conditions. 

While to” me this is a very- de- 


plorable situation, the long-range 
implications are even more omin- 
ous. If veterans hospitals continue 
to grow in number and size and 
the policy of hospitalization of 
veterans and their dependents is 
continued which it no doubt will 
be (it may even be expanded), it 
is merely a matter of time until 
the population of this country will 
be largely included in that group. 
When this situation develops, the 
ultimate conclusion must be that 
we shall have socialized medicine 
in this country without the for- 
mality of an act of Congress. As 
a matter of fact, we have it now— 
it simply has not reached the di- 
mensions which time alone will 
provide. 

It seems to me that it is our 
very grave responsibility to call 
to the attention of our people this 
situation which has such very dire 
possibilities, for only by the alert 
and intelligent action of the people 
of America can this trend be re- 
versed.—C. E. COPELAND, super- 
intendent, Missouri Baptist Hospi- 
tal, St. Louis. 


Uniformity, pooling of ideas 
can lower operating costs 


The rising cost of patient care is, 
I think, the most important single 
problem facing hospitals at the 
present time. I sincerely believe 
that if this trend continues the 
time will come when only the well- 
to-do can afford the “luxury of be- 
ing sick.” 

Most hospitals are operating with 
a loss of more than $1.25 per pa- 
tient day. This is due, naturally, 
to the rising costs in subsistence, 
salaries, maintenance and plant 
operation, a greater demand for 
specialized diagnostic procedures 
and also higher costs of equipment 
and other needed devices. 

The only way hospitals can 
lower this high cost of operation, I 
believe, is through cantinued sim- 
plification and standardization as 
well as pooling of ideas in order to 
arrive at sounder financial and 
personnel practices. Uniformity in 
salaries, nursing care and in 
teaching activities will also help. 
There is no sound reason in the 
world why certain hospitals spend 
$3 per patient day for administra- 
tion, others of comparable facili- 
ties and size spend $2.25, others 
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$1.39, others $1.86, and still others 
$3.30. The difference in cost of 
other departments also is striking, 
although this can be acceptable in 
certain cases because of special 
conditions of the institution. As an 
average, total expenses per patient 
day vary from $10 to $18 in differ- 
ent hospitals. Why? 

It seems to me that something 
could be done in bringing uni- 
of certain costs in institu- 
Hions of similar conditions. If this 


can be attained, undoubtedly costs 
will come down.—R. A. Crvuz- 
GINORIO, administrative officer, 
U. 8S. Public Health Service Hospi- 
tal, San Juan, Puerto Rico. . 


Hospitals partly to blame for 
high cost of patient care 


I think the high cost of hospital- 
ization to the paying public is the 
most important problem facing 
hospitals today. It is the most im- 
portant because if the increase con- 


BARDEX BALLOON: 
CATHETERS 


hoor 
STATES € and INSTRI CORP 


tinues for the next several years 
as it has for the past several, it 
will be impossible for most of us 
to pay for an average stay in a 
hospital, let alone a long stay. 

The safety valve now is the hos- 
pital insurance carrier. People do 
not want to pay higher premiums 
and the insurance companies can- 
not pay higher coverage. 

The high cost of hospitalization 
is a fault of the hospitals’ own 
making. We know we are big bus- 
iness but we do not operate that 
way. We are unduly afraid of pub- 
lic criticism, yet we get criticized 
all the time. 

There are many standard p. . 
cedures in all or most of our hos- 
pitals which, if eliminated, would 
cut the cost. For example: 

1. The discounting of bills tu 
governmental agencies. 

2. The giving of courtesy dis- 
counts to employees, doctors, 
alumni, and others. 

3. Supplying space, personnel, 
supplies and equipment for spe- 
cialists, such as radiologists, pa- 
thologists, and anesthesiologists, 
who have arrangements with the 
hospital other than straight salary. 

4. Endeavoring to compete with 
salaries paid to nurses, technicians 
and others working in governmen- 
tal installations in the vicinity. 

These few examples would show 
a considerable difference in the 
over-all cost, which would reflect 
right back to the paying patient. 
Let’s not price ourselves out of the 
voluntary into the governmental.— 
C. K. SHrtrRo, administrator, Mon- 
tana Deaconess Hospital, Great 
Falls. 
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Durable Balloons for strength and symmetrical distention 
ange Eyes Lumen provide maximum drainage 
Shorter te reduce bladder irritation | 
Uniform Shaft for accurate sizing 
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S Urokon Sodium Brand of Sodium Acetrizoate 


UROKON® SODIUM 70% 
AVAILABLE NOW 


MALLINCKRODT CHEMICAL WORKS 


ST. LOUIS — NEW YORK 


CHICAGO + CINCINNATI « CLEVELAND + LOS ANGELES « PHILADELPHIA 
SAN FRANCISCO + MONTREAL + TORONTO 
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(FN ADDITION TO UROKON 30%) 
Safe, Satisfactony, didgucRtic medium, fan... 


a 


MALLINCKRODT CHEMICAL WORKS 
Second & Mallinckrodt Sts., St. Louis 7, Mo. 


or 
72 Gold Street, New York 8, N. Y. 


Please send me information on 
STERILE SOLUTION UROKON® SODIUM 70% 


City 


State 
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EXPENSES 


zed linen at all times, 
of clean and sterili 
plete assurance 


ch. Hoffman washers 


economy of opere- 


efficient machinery 
engineering assistance in laying ovt the most 


to operate 
rements. This is reflected in ovr ability 


parable size in the 
personnel the average hospitel of com 
action of the Sean tumbler, pinpoint control of supplies 
The fast-drying 


must minister 
three hundred and sintyefive days © year, the Rospitel 


ence of these 
sick and injured. Dependability is the keyword! The experi 
| te the needs of its 


U. S. HOFFMAN MACHINERY CORP. 
38 


maintenance-free opera- 
visited, with properly installed equipment and 
institutions which we A 


00 


105 FOURTH AVENUE, NEW YORK 3, NEW YORK 


HOSPITALS 


“Here is what we looked for... here is what wee 
i found...here is the answer to why we bought 


HOFFMAN institutional Laundry Equipment.”’ 


fis 
$ =F “Birst and most 
4 cessed with 
aa s and sv 
Of almost equal importance were the noise and vibration factors. Site considerations made il 
mandatory that ovr loundry be situated in the basement of the building where such considera- 
TTT) tions might well affect the patients’ rest and quiet. The silent chain drive of Hoffman flatwork 
_ iby 1 | troner ond the odvanced engineering of the extractor offered the ideal solution of these 
~ 
With the ever 
tion wos @ prime consid 
h_ their 
greater life of linens, dve 
tion over long periods © 
oy moment's notice (as demonstrated by Hoffman's record throughout Worte 
Hoffman os absolutely dependable. 
an added bonus not looked for in ovr original 
of applicants for laundry positions when they leorr thet we oF % with 
Hoffman machinery. 
In the HOFFMAN Comp! 
ia nary Equipment 
Needs of Eve Meet the Fyact 
CONSULT YOUR ze and type of Institut 
ULT YOUR HOFFMANIA 
as AN LAUNDRY FNGINEER 
STITUTIONAL 
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rational... tive...proven, 
| in cough control... 


RATIONAL— employs in each 5S cc. of  SFFECTIVE— stimulates moximum re- 
aromatic syrup vehicle: glyceryl guaiaco- moval of tputum, with least frequent and 
mg. (unexcelled for increasing east taxing cough. 

respiratory tract fluid), and desoxyephed- PROVEN— 5 reported in clinical test: 
1 mg. (relieves bronchiolar constric- (Robitussin) was significantly superior to 
and improves patient’s mood). the other preparations studied.’’* 


A. H. ROBINS CO., INC. 


Ethicel Phormecevticals of Merit since 18678 
RICHMOND 20, VIRGINIA 


> 
A. 
4 
ONS 
*Coss, ond Frederik, W. $.: Amer. Proct. end Dig. of Treat. 2:044, 1951. (in 
this study Robitussin wes compered with ammonium chieride end terpin hydrate ) 


IN ROOM 203, the patient only needs the usual 70° temperature 
since he is near full recovery and ready to go home. Because this ~~ 
hospital has Individual Room Temperature Control, it’s possible to 
supply the right temperature for each patient's condition. 


78° 


IN ROOM 204, the adjoining room, the Honeywell Hospital Ther- 
mostat is set at 78° to help the recuperative process of this patient, 
who suffered shock in an accident. With a thermostat in each room, 
physicians can prescribe the exact temperature each patient needs. 


why individual 
room temperature 


control is a 


MARK OF A 
MODERN HOSPITAL 


Today, in many modernly equipped hospitals, it is routine 
medical practice to give each patient the exact room tem- 
perature he needs to speed his convalescence. And this can 
be done only with Individual Room Temperature Control. 
No other method can compensate for the varying effects of 
wind, sun, open windows and variations of internal load in 
each room. 


That's why, if you're planning new hospital construction, 
it’s most important that your rooms be individually equipped 
with thermostats. For without Individual Room Tempera- 
ture Control, many will consider your new hospital old- 
fashioned before you open the doors ! 


Be sure you plan to install Honeywell Individual Room 
Temperature Control when your hospital is being built. 
This is the most economical time to have it done. And 
contrary to most beliefs, Individual Room Temperature 
Control is not expensive, for most installations will cost 
only between % and 1% of the total building expenditure. 


For complete facts on Honeywell Controls for your hos- 
pital, call your local Honeywell office—there are 104 in key 
cities throughout the nation. Or for literature, write Honey- 
well, Dept. HO-1-03, 351 E. Ohio St., Chicago 11, Ill. 


Only thermostat specially designed for hospitals! 


No other hospital thermostat offers all these features : 


“Nite-Glowing dials” permit inspection without disturbing patients. 
Magnified numerals makes readings easy to see. 

New Speed-Set control knob is camouflaged against tampering. 
Air-operated; requires no electrical connections. 

Lint-Seal insures trouble-free, dependable operation. 
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Honeywell 
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ANTIBIOTIC DIVISION, CHAS. PFIZER & CO., INC., BROOKLYN 6. N.Y. 
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broad-spectrum 
antibiotic 
therapy 

in continuous 
free-flowing 


drip infusions 


supplies every antibiotic for hospital use 


economy and convenience in antibiotic therapy 


mycin 


BRAND OF OCAYVTETRACYCLINE, HYDROCHLORIDE 


RAVENOUS 


unique compatibility 


introduce it directly into IV flask from 
which the patient is receiving a drip 
infusion 


high stability in solution 


unmatched by any broad-spectrum 
antibiotic—dissolves completely to 
form a clear solution in water for in- 
jection, normal saline or 5% dextrose 


rapidity of response 


fastest-acting form of well-tolerated 
Terramycin, Average dose: 250 mg. or 
500 mg. q. 12 h. 


vials of 250 mg. and 500 mg. 


Terramycin 
Penicillin 
Streptomycin 
Dihydrostreptomycin 
Combrotic 

Polymyxin 
Bacitracin 
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FOR BUSY NURSES! 


Along with Auto-Lok’s tremendously important features 
of controlled ventilation and positive tight closure, MINUM 
the added convenience of “one-hand” operation is a ‘ | WINDOWS 
great boon in busy hospitals. With a tray in one hand, >» | “aE 
any nurse can open, close or adjust Auto-Lok Windows —— 
in a matter of seconds...and, effortlessly, too! 


> 


Methodist Hospital Nurses Dormitory Dallas, Texas 


= . 


George 1. Dahil, Architects & Engineers 
2101 St. Paul Street, Dallas, Texas 


No more running 
to close windows... 


No more stuffy, humid rooms when it rains. The rain 
can’t come in through Auto-Lok’s slanting vents! In cold 
weather they keep the heat in and the cold out...save 
enough in heoting costs to pay for themselves over 
and over again. In warm weather they open widest to 
catch every breeze, but no drafts ...or, close tight to 
conserve air conditioning. Seals itself shut like the door of a refrigerator! 


Can remain slightly open to admit fresh air, 
while upper vents ore closed and locked. 


Minimum of maintenance... 
Becouse Auto-Lok Hardware, perfectly balanced and 


designed for a lifetime of effortless, “no-wear” opera- MORE THAN A DOZEN OTHER FEATURES YOU WILL WANT 
TO KNOW ...write for complete information regarding 
tion, will never require adjustment! Easiest window AUTO-LOK Windows for your hospital! 


in the world to clean...because all glass can be 
cleaned from the inside! 


Box 4541, Dept. H-1, 
LUDMAN LEADS THE WORLD IN WINDOW ENGINEERING 
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ERHAPS the reaction of the patient’s 

nurse is a bit on the optimistic side, but it 
has a sound basis, nevertheless. For the patient is 
receiving aureomycin, 4 capsules daily! He is well 
protected against many of life’s misadventures, 
however serious. 
Aureomycin is the broad-spectrum antibiotic that is 
effective against most bacterial invaders, rickettsiae, 
infections of unknown etiology and large viruses. 
Its world-wide acceptance is overwhelming, as evidenced 
by the many thousands of reports on its use that have 
appeared in the medical literature. 
Aureomycin, in its various forms, is adapted to the 
majority of clinic or ward cases that need an 
anti-infectious agent. 


LEDERLE LABORATORIES DIVISION 
amenican Cganamid company 30 Rockeleller Plaza, New York 20, 
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ond 500 mg. 
Nesel: Vials of 10 mg. with 10 ce. 
vials diluent. 
Ointment: Tubes of 4 ounce 
ond | ounce. 
Ointment (Ophthalmic): Six tubes 
of Ve ounce each. 
Ophthalmic: Vials of 25 
solution prepored by odding 5 cc. 
distilled water. 
Orel Drops: Viols of 20 cc. 
with dropper. 
Otic: Vials of 50 mg. with 10 
vials diluent. 
PHARYNGETS* Throat Tablets: 
15 mg.—Boxes of 10. 
Seluble Tablets: 50 mg.—Tubes of 
40 and botties of 100. 

Powder: 


SPERSOIDS* D 

Jars of 12 and 25 teaspoentuls. 
Surgical Powder: Viols of 5 Gm. 
Syrup: Vials of 4 and 16 fluid ounces. 
Treches: 15 mg.—Botties of 25 

end 250. 


Vaginal Powder: Viel of 5 Gm. 
Vaginal Suppositories: Jors of 8. 
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LINDE 


Trade-Mark 


OXYGEN SUPPLY UNITS 
FOR 
PIPING INSTALLATIONS 


Whether your hospital is small, medium, or large, 
an oxygen piping distribution system will enable you 
: to administer oxygen more efficiently and economically. 
But, whatever the size, the first requirement is a 
: dependable oxygen supply unit. 


For small installations Linpe’s cylinder manifolds, 
. located within the hospital, are best for supplying the 
system. Manifolds accommodating any practical num- 
| ber of cylinders ‘are available. For larger systems, 
_ Linpe Cascape and Driox oxygen storage units are 
the most reliable means of providing an uninterrupted 
| flow of oxygen to the pipe line. These units, which are 
loaned to the hospital, are installed on the hospital 
grounds. LinpE keeps them supplied with oxygen. 
delivered in liquid form by special trucks. 


A background of pioneering work and long experi- 
ence qualifies LinpE to help you and your architect 
work out the design, installation, and operation of a 
oxygen piping distribution system. 


Trade-Mark 


OXYGEN U.S.P. 


a 


2%, 


ee 


CASCADE oxygen storage unit 


LinpE will be glad to survey your hospital for a 
piping system, work with your architects on the details 
of its design, and offer unbiased suggestions for. the 
most effective type of pipe line equipment for your 
particular needs. For further information call or write 
your nearest LINDE office today. 


Driox oxygen storage unit 


LINDE AIR PRODUCTS COMPANY 


A Division of Union Carbide and Carbon Corporation 
30 East 42nd Street UCL 


New York 17, N. Y. 
Offices in Principal Cities 


In Canada: Dominion OxyGen Company, Limiteo, Toronto 
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>>>) When you plan any type of hospital construction, your archi-— 
tect can help you to keep costs in line by recommending building ma- 
terials that will do double-duty. One of the most versatile of these is 


Stark Glazed Facing Tile— 
“First ad” for your budget— 


FOR MINIMUM MAINTENANCE COSTS 
Walls of Stark Glazed Facing Tile always keep their “just built” : 


appearance, never fade, crack or craze. They eliminate the 
cost and inconvenience of refinishing big wall areas— 


for the life of the building. 
FOR SANITATION 


This glass-hard, impervious surface cleans easily with soap and 


water, will never stain or harbor odors—there’s no : 
place for bacteria to hide. 


FOR CONSTRUCTION SAVINGS 


Stark Glazed Facing Tile is made in large-size, modular units. 
It goes up fast, gives you a fireproof, load-bearing wall and a 
decorative finish in a single operation. 


FOR “COLOR-ENGINEERING” 


Stark offers a wide range of colors scientifically developed to aid 
any task. You can choose one color to improve vision in 
operating rooms, others to create a bright, cheerful atmosphere in 
lounges or cafeterias. There’s a Stark color 

for every hospital requirement. 


Get this Valuable Free Brochure 
Prepared -to cag ge and your architect use Stark Glazed 


Facing Tile to t advantage. Includes a complete color 
chart. construction data, details, sizes. etc. Just-write us on 


your letterhead. Address Dept. H-1. 


Stark Ceramics, Inc. Canton 1, Ohio 


14305 Livernois Avenue, Detroit 4, Michigan 15 East 26th Street, New York 10, N, Y. 
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wall-and-finish i one 


BETH-EL HOSPITAL, NEW YORK. N.Y. 


ISADORE ROSEN FIELO ARCHITECT 
WILLIAM MOMAUGER. ASGGOCIATE ARCHITECT 
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ar K's en m seth shade 
a combination of utility and 
in the staff cafeteria (above). 


ut 


Stark Glazed Facing Tile in clear glaz 
shade makes Beth-El's serving, pan- 
tries bright, cheerful, easy to 
sparkling clean (right). 
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protected... 


against 
hemorrhagic disease 


Newborns are protected against prothrombin 
deficiency by the routine administration of 
Synkayvite. Ten to 20 mg parenterally to the 
mother during labor, or 5 mg to the 

infant at birth can be life-saving. 


This stable, water-soluble vitamin-K 


compound of high potency also prevents 
hemorrhage due to prothrombin deficiency in 


surgery on the jaundiced patient. The adult dose 
isto 10mg, or more a day, orally or parenterally. 


with ascorbic acid and B-complex 
vitamins as Synkayvite-CB, useful pre- 


and postoperatively in preventing 
salicylate-induced hemorrhage after 


i 
H Synkayvite is also available in combination 
j 
i tonsillectomy and other surgical procedures. 


‘Roche’ 


! Hospital orders may be placed directly with 


Synkayvite’ 


Hoffmann - La Roche Inc « Roche Park + Nutley 10 - N. J. 
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The impact of 


C. RUFUS ROREM, Ph.D., C.P.A. 


HE TERM “third-party payment” 

means an amount received by 
a hospital from a Blue Cross plan, 
a commercial insurance company, 
an industrial plan, a cooperative, or 
a government agency on behalf of 
its subscribers, policy holders or 
beneficiaries. The growing volume 
of such payments affects the pub- 
lic’s method of financing care and 
the individual hospital’s problem of 
furnishing service. 


GENERAL FINANCES 


The national hospital bill has in- 
creased more rapidly than the 
national income during the past 
two decades. In 1951, the American 
public expended upwards of 
$3,500,000,000 for the operation of 
its hospitals. This represented 1.5 
per cent of the national income, as 
compared with $800,000,000, or 1 
per cent, in 1929, also a year of 
relatively high prices. Hospitals of 
America now serve a much larger 
percentage of the population. 
People go to hospitals who former- 
ly would have been cared for at 
home. The professional: care in 


Dr. Rorem is executive director of the 
Hospital Council of Philadelphia. This ar- 
ticle is adapted from his presentation at 
the annual convention of the American 
Hospital Association, Philadelphia, Sep- 
tember 1952. 
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Third-Party Payments 


on hospital economics 


hospitals is more intensive and in- 
cludes many services by physicians, 
nurses and trained technical per- 
sonnel which were not available 
a generation ago. 

The sources of hospital income 
have changed. Philanthropy is a 
shrinking percentage of hospital 
revenue—less than 2 per cent for 
hospitals of all kinds. Taxation 
provides more than half of the 
support of the hospital services in 
the nation. Patient’s fees (individ- 
ually or by third parties) provide 
the balance of income, most of it 
concentrated in nongovernment 
institutions. Voluntary hospitals 
serve more than two-thirds of the 
inpatients in the United States and 
they rely primarily upon reim- 
bursement for services to patients. 

The economic hazard has always 
posed a problem for individual 
patients and hospitals. The trans- 
formation of the hospital from a 
private charity to a public service 
emphasized the fact that hospitali- 
zation illness is uncertain and un- 
predictable as to time and cost. The 
uncertainty which made it difficult 
for a patient to pay his bill also 
made it difficult for a hospital to 
pay its bills. In the 1930’s, volun- 
tary hospitais suddenly recognized 
that they had been.in the insurance 


business for many years by their 
policy of attempting to serve the 
general public regardless of indi-' 
vidual ability to pay. The 42,500,- 
000 Blue Cross subscribers pro- 
tected by service contracts with 
4,000 hospitals are concrete evi- 
dence of the voluntary hospitals’ 
determination to furnish adequate 
service to the American people. 
Service contract means that a 
hospital is obligated to provide 
specific services in exchange for 
predetermined payments stated in 
a contract with another agency. 
The cash benefit policies of com- 
mercial insurance companies do 
not involve contracts with hospi- 
tals to provide service to policy- 
holders. The contractual arrange- 
ments are solely between the car- 
riers and policyholders, although 
the latter may assign his benefits 
when admitted to a hospital. Com- 
mercial companies recognize clear- 
ly the advantages of policies which 
provide service rather than cash 
and are exploring methods for 
achieving such arrangements. Up 
to the present time, their own com- 
petition and variety of policies 
have interfered with developing a 
uniform service contract that would 
be practical in its administration 
throughout a large community. 
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Insurance against the costs of 
hospitalized illness is part of the 
quest for certainty by hospitals and 
the public. Voluntary hospitals 
now receive more than $500,000,- 
000 from Blue Cross plans on a 
contract basis and substantial ad- 
ditional amounts from commercial 
insurance companies, industrial 
plans, cooperatives and govern- 
mental agencies. The total repre- 
sents 50 per cent of the income of 
many voluntary hospitals, higher 
proportions for others. 

Insurance protection tends to in- 
crease and stabilize the income of 
voluntary hospitals, regardless of 
whether benefits are provided as 
cash or service. A large number of 
Blue Cross subscribers and insur- 
ance policyholders are “up-graded” 
as sources of hospital income. Many 
families can pay $3 or $4 per month 
for hospital service protection, yet 
are unable to pay $100 or $300 at 
the time of sickness. 


FREE SERVICE DECREASE 


Some patients admitted under 
, service contracts might have been 
able to pay still larger amounts 
than were stated in the third 
party’s contract with a_ hospital. 
But statistical evidence is clear 
that the percentage of free service 
in voluntary hospitals has de- 
creased with the development of 
Blue Cross and insurance plans, as 
well as governmental reimburse- 
ment policies for service to public 
cases and other beneficiaries. 

Third-party payments for serv- 
ice tend to limit a voluntary hospi- 
tal’s immediate control over its 
income. A service contract arrange- 
ment is not easily changed. If the 
payments are inadequate by any 
standard, the hospital must wait 
several months and possibly longer 
before the contract can be adjusted. 
A hospital’s opportunity to collect 
additional income is limited to 
those portions of the bill not cov- 
ered by the contract, or to assessing 
higher charges against non-insured 
patients. Many of the latter group 
might have been admitted on a 
free or part-pay basis. It is general- 
ly recognized that high income in- 
dividuals are most likely to pur- 
chase Blue Cross or other hospital 
insurance. 

Third-party payments have 
shifted much of the financial re- 
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sponsibility for free service from 
the individual hospital to the gen- 
eral public. The reduction of a 
hospital’s financial responsibility 
for charitable service has resulted 
in a greater responsibility for 
efficient administration. Free pa- 
tients were not in a position to 
complain effectively about their 
care in hospitals. But the paying 
public feels justified in approval 
or criticism of professional stand- 
ards and management. 

Service contract arrangements 
require hospital personnel to un- 
derstand the basic character of 
hospital income. A service contract 
involves application of the law of 
averages in reimbursement for 
service performed during a period 
of time, and not upon the retail 
prices of the specific services for 
an individual patient. Failure to 
understand this fact has occasional- 
ly led some personnel to injure 
their hospital by irresponsible ref- 
erences to losses on service con- 
tracts entered into voluntarily by 
the institution. The basis of reim- 
bursement should be understood by 
all employees concerned with a 
hospital’s finance, lest they unwit- 
tingly accuse their employers of 
having been jockeyed into an un- 
profitable financial arrangement. 

Knowledge of the contract for 
third-party payment is also impor- 
tant in the control of costs in hospi- 
tals. A medical staff member may 
authorize a professional procedure 
on the assumption that that hospi- 
tal would receive additional reim- 
bursement for the service. When 
the third-party financial arrange- 
ment is explained, such physician 
is usually willing to guide his pre- 
scriptions by the known profes- 
sional needs of the patient rather 
than the presumed financial needs 
of the institution. 

Individual hospitals face differ- 
ent financial problems. But they 


must deal with contracting agen- 


cies aS a group. A _ contractual 
arrangement within a community 
must be guided by equity for the 
majority of hospitals which agree 
to provide service. It cannot be 
adjusted to solve the financial 
problems of every institution. 

- Voluntary hospitals cannot sur- 
vive as competitive enterprises. 
They must agree upon effective 
joint action if they are to survive, 


and if they are to achieve high 
standards and distribute service to 
those who require care. If hospitals 
agree upon standards of adequate 
payment, the contracting agency 
will necessarily comply with the 
proposals of the group. Contractual 
arrangements for hospital pay- 
ments tend to result in the estab- 
lishment of uniform hospital rates 
for all hospitals. 

Contract payments for hospital 
services will increase. The problem 
of the individual hospital or a 
group of them is to arrange for 
payments which are adequate in 
total amount and equitable to the 
participating institutions. 

A contract to provide service 
should protect a hospital’s finan- 
cial interest and its program of 
public service. Hospitals do not 
render service to collect money. 
But they must collect money to 
render service. 


STANDARDS OF ADEQUACY 


The important question in third- 
party contract payments to indi- 
vidual hospitals, or groups of them 
is: “How much is enough?” No 
amount is sufficient if the recipient 
still wants more, regardless of the 
validity of his position. The follow- 
ing standards are suggested as a 
guide to hospitals, Blue Cross 
plans, and other agencies (includ- 
ing government) which contract 
for services to patients. 

1. The payment should enable 
hospitals to develop and maintain 
high standards of professional and 
institutional service. 

2. The payment should encour- 
age efficiency of individual hospi- 
tals and their coordination in a 
total program of community serv- 
ice. | 
3. The payment should permit 
hospital trustees and administra- 
tors to determine the scope and 
character of the services which are 
provided, and to control their in- 
ternal policies. 

4, The payment should encour- 
age hospitals to provide all services 
necessary for adequate treatment 
and prompt recovery of contract 
patients, and should discourage 
performance of services merely to 
increase the hospital’s income. 

5. The payment method should 
recognize, insofar as possible, the 
distinctive professional and insti- 
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tutional services rendered by an 
individual hospital. 


ACHIEVING ADEQUACY 


An individual hospital is more 
interested in the amount of money 
received for its services than in 
the method of calculating the pay- 
ment. That method is considered 
best which provides the most cash 
over a period of time. Since no 
method is equally advantageous to 
all hospitals, third parties have 
occasionally played one group of 
institutions against another in ne- 
gotiations over contract payments. 

Methods of payment for indi- 
vidual or groups of hospitals may 
be classified as to whether they are 
related to the prices charged by 
the institutions or the cost incurred 
by them. Prices and costs are the 
two basic standards of adequacy 
which are considered in negoti- 
ations over payments under a serv- 
ice contract. 

The method of contracting agen- 
cy paying each hospital at the pre- 
vailing established charges has 
been tried, but has never been 
satisfactory to the hospitals with 
the lower retail prices. Moreover, 
the payment of existing charges, as 
established from time to time by 
each institution, requires no special 
contractual arrangement between 
the hospital and the third-party 
agency. Any patient or his financial 
sponsor is privileged to pay estab- 
lished charges if he has the money. 

If it is possible a third party 
might agree to reimburse each 
hospital at its established retail 
prices for services to subscribers or 
beneficiaries. But such a policy, if 
it is to be financially sound, implies 
approval by the third party of (1) 
the price to be charged for each 
service, and (2) the number of 
services for which the third party 
is to be charged. Approval of these 
factors, when combined, leads rap- 
idly to control of hospital manage- 
ment. But without authority for 
such approval on the part of the 
buyer, the payment of established 
charges cannot be administered 
successfully. Illustrations to the 
contrary usually prove to be 
arrangements for indemnification 
up to limited total amounts, not a 
guarantee to pay established actual 
prices for all services rendered to 
subscribers or other beneficiaries. 
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The May 1951 conference of the 
American Hospital Association, 
attended by representatives of 
hospitals and third-party agencies, 
made only passing reference to 
established retail prices as the 
basis of contract payment for serv- 
ices in hospitals. The group merely 
stated that reimbursement from 
third parties not exceed the 
amounts charged to noncontract 
patients receiving similar care in 
the same hospitals. 

Under the principle of free enter- 
prise, all individual full-pay pa- 
tients should expect to pay approx- 
imately the same price for the same 
services in the same community. 
This rule would also apply to a 
third party which contracts for 
service to a large group of sub- 
scribers or other beneficiaries. The 
Blue Cross plan or government 
should expect to pay about the 
same, on the average, as other pa- 
tients of similar economic status 
pay for similar amounts and types 
of service, on the average. 

In the long run, the retail prices 
charged to individual patients can- 
not be expected to control the 
amounts by large-scale contractors 
for hospital service who are pre- 
pared to guarantee definite and 
uniform payments for all their 
clients. The amount paid by such 
a contracting agency will tend to 
equal the cost of the services ren- 
dered to its clients, unless some 
other agency or group agrees to 
assume responsibility for the dif- 
ference. 


FULL REIMBURSEMENT 


A hospital or group of hospitals 
must, over a period of time, be 
reimbursed for the full cost of 


services which they provide. Con-_ 


versely, all responsible third-party 
contractors should be prepared to 
pay for the full costs of services 
furnished to their beneficiaries. 
Many problems must be solved in 
the application of this fundamental 
principle. They include the achieve- 
ment of equity among hospitals, 
and the definition and calculation 
of costs for individual hospitals or 
groups of hospitals. 

Should hospitals be paid equal 
amounts for nominally similar 
services, or should differences in 
per diem costs be recognized? 
Obviously the third-party contract- 


ing agency is indifferent from the 
point of view of finance, for the 
total disbursement (namely, total 
cost of all hospitals) is the same 
whether hospitals receive identical 
or different amounts. 

A hospital administrator’s reply 
to the question tends to be influ- 
enced by whether the per diem cost 
for his institution is above or below 
the average. The director of a hos- 
pital with higher per diem costs 
argues that the quality of service 
is also higher and only can be 
maintained by a higher rate of re- 
imbursement. The administrator of 
a hospital with lower average per 
diem costs attributes the fact to 
effective management and argues 
that payment based on his hospi- 
tal’s per diem costs represents a 
penalty for efficiency. 

Neither position is completely 
justified. Per diem cost is the re- 
sultant of many factors other than 
quality of service or efficiency of 
management. Some of these factors 
are size of institution, number and 
variety of professional equipment 
and apparatus, special character- 
istics of patients, percentage of bed 
occupancy, degree of utilization of 
special services, contractual ar- 
rangements with medical special- 
ists and scope of programs for 
research, education and _ public 
health. 

It should be mentioned in pass- 
ing that per diem cost of a hospital 
is much easier to calculate for com- 
prehensive service than for limited 
service. There are many difficulties 
involved in determining costs of the 
benefits which are excluded from 
the service contract. 

The most equitable form of 
contractual payment for services 
among a group of hospitals is a 
uniform schedule related to the 
we@ghted average cost incurred by 
all member hospitals in the same 
trading area which offer a similar 
scope and quality of service. Such 
a formula gives full weight to the 
costs incurred by the large hospi- 
tals which typically incur higher 
per diem costs because of the va- 
riety of services available to pa- 
tients. A one-hospital town should 
properly be considered a trading 
area, and its own costs used as the 
basis of its reimbursement. A state- 
wide third-party agency would 
negotiate different schedules for 


each of its different trading areas. 

Variations from the uniform 
schedule of per diem payments 
should be based upon differences 
in the variety and number of 
services provided by a hospital, 
rather than merely the differences 
in expenditures required to pro- 
vide a similar type and volume of 
service. This principle is easily 
justified in theory, but often diffi- 
cut to achieve or practice. 

When are hospitals different in 
scope and quality of service? This 
decision properly should be made 
by hospital representatives as a 
group. If hospital representatives 
are unwilling to establish different 
per diem reimbursements based on 
quality (differences in type and 
volume of service), two alterna- 
tives are present which may be 
acceptable: (1) to ask the third 
party to pay more money to hospi- 
tals which spend more, With a ceil- 
ing, or (2) to make additional pay- 
ments to some hospitals where 
objective evidence indicates that 
more intensive service has been 
provided. 

The latter objective is partially 
achieved in the Philadelphia area 
by supplementary payments above 
the uniform schedule for patients 
requiring large amounts of drugs 
and oxygen. Another method used 
in many areas is the establishment 
of a payment schedule with high 
per diem amounts for the first days 
of hospitalization when most spe- 
cial services are performed. 

The weighted average cost for a 
group of hospitals corresponds to 
the marginal cost which regulates 
price in the private competitive 
field. In private business, the mat- 
ter of contract payments would be 
settled promptly, in theory and in 


fact, by operation of the law of 
supply and demand. 

At any given time, a contracting 
agency must deal with hospitals 


_ as they exist. Some were originally 


established to satisfy temporary 
desires of professional or industrial 
groups. Some enjoy reserves of 
financial strength in the form of 
endowment funds or annual com- 
munity support. 

Payment of weighted average 
per diem cost for contract service 
benefits will not tend to lower hos- 
pital standards, provided some ad- 
justments are made for actual dif- 
ferences in amounts and types of 
services provided by certain insti- 
tutions. Conversely, the practice 
would permit the growth and con- 
tinuance of all the hospitals neces- 
sary to furnish the public with 
good professional and institutional 
service. 


REIMBURSABLE COST 


What items are properly reim- 
bursable in a contract to provide 
service on a cost basis? Some con- 
troversial phases of this problem 
are presented here: 

1. Third-party contract pay- 
ments for services provided by 
hospitals should cover all expenses 
incurred by the hospital in fulfil- 
ling the contract. The definition of 
cost should be determined by 
agreement and public policy, rather 
than textbook concepts of good 
accounting practice or normal busi- 


. ness expense. Each item should be 


definitely listed as included or ex- 
cluded in the calculations. A satis- 
factory calculation is made more 
easily for comprehensive service 
than for the subdivisions of the 
professional and institutional care 
provided. 


J] OSPITALS can do much to encourage physicians in 

research and post-graduate study. If a physician 
wants to make certain investigations of a research nature 
and the medical staff approves, the hospital should af- 
ford him every opportunity to do so. It may be a review 
of the medical records of the hospital for the study of 
some particular disease or condition on the basis for a 
paper to present at the medical society or to publish. 
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2. Reimbursable cost under 
third-party contracts should in- 
clude adequate allowances for the 
value of the use of permanent 
hospital plant and equipment (in- 
terest and depreciation). This may 
be expressed as a uniform percent- 
age of each institution’s expendi- 
tures for salaries and supplies, 
regardless of whether plant and 
equipment are encumbered by 
debts. Funding of these allowances 
is desirable. The same considera- 
tions justify inclusion of such al- 
lowances in establishing fee sched- 
ules for noncontract patients. 

3. Reimbursable costs should be 
related to current, rather than past, 
expenses of the institutions. In a 
period of rising prices, a time-lag 
in cost calculations favors the pur- 
chasing agency. In a period of fall- 
ing prices, a time-lag favors the 
hospital. Retroactive payments are 
difficult to administer except by 


local agencies to local institutions... 


4. Third-party contract pay- 
ments should cover cost of services 
rendered only to third-party cli- 
ents. Contract payments for one 
group should not be used to finance 
service to indigent and non-insured 
persons, unless the subscribers are 
otherwise relieved from an appro- 
priate charge upon them for phi- 
lanthropy or taxation. 

5. Proportionate costs of educa- 
tion, research and public health 
activities in hospitals should be 
reimbursable only to the extent 
that such services are essential to 
maintaining an agreed standard of 
care for third-party contract pa- 
tients. Long-run policy suggests 
that educational and public health 
activities should be paid for by the 
general public through philan- 
thropy or special taxation. 


It may be some laboratory investigation he desires to 
make and he requires certain animals for his investiga- 
tions. It may be that he desires to increase his knowledge 
of surgical anatomy and would like to have a body for 
dissection purposes. Endeavor to assist him as far as 
possible if it is a worthy project. Encourage all the mem- 
bers of the medical staff to add to their knowledge and 
professional ability—Malcolm T. MacEachern, M.D. 
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Through 35 wang years, the American College of Surgeons has 
t 


carried the load in 


e field of hospital standardization and ap- 


proval. The word “standardization” now has been replaced by a 
new one, “accreditation,” and more shoulders now carry the load. 


The Accreditation Commission turns 


a new page in hospital history 


AST MONTH a_ distinguished 
group of leaders in the hospi- 
tal and health professions of Amer- 
ica gathered in the ornate John B. 
Murphy Auditorium of the Ameri- 
can College of Surgeons in Chicago 
and watched as a new leaf was 
turned in hospital history. 

When the brief ceremony was 
over, the responsibility for the ac- 
creditation of the hospitals of the 
United States and Canada was in 
new hands, and the burden which 
the American College of Surgeons’ 
Hospital Standardization Program 
had borne for the last 35 years was 
. at last distributed more evenly on 


several pairs of broad shoulders. 
Although it no longer must 
carry the entire load itself, the 
A.C.S. still will carry its share, for 
it is represented on the new Joint 
Commission on Accreditation of 
Hospitals, which formally took 
over the program in that Chicago 
ceremony on December 6. 


PARTICIPATING ORGANIZATIONS 


Working with the American 
College of Surgeons now are the 
American Hospital Association, the 
American Medical Association, the 
American College of Physicians 
and the Canadian Medical Associ- 


ation. The work of the new com- 
mission is coordinated by its 
director, Dr. Edwin L. Crosby, for- 
merly director of The Johns Hop- 
kins Hospital in Baltimore and 
currently the president of the 
American Hospital Association. 

The formal presentation of the 
program, from the college to the 
new commission, was made by Dr. 
Evarts A. Graham, chairman of the 
Board of Regents of the A.C.S., and 
it was accepted by the joint com- 
mission’s chairman, Dr. Gunnar 
Gundersen. 

Senator Lister Hill of Alabama, 
co-sponsor of the famed Hill- 


SURVEYORS FOR THREE organizations participating in the Joint 
Commission on Accreditation of Hospitals attended an indoctrina- 
tion course in Chicago recently. They are shown above, with offi- 
cials of the American Medical Association, the American Hospital 
Association and the American College of Surgeons. Seated, left to 
right, they are: Dr. Edward H. Leveroos, associate secretary, Coun- 
cil on Medical Education and Hospitals, A.M.A.; Dr. Walter E. 
Batchelder, surveyor, A.C.S.; Martha Johnson, Joint Commission on 
Accreditation of Hospitals; Dr. Donald G. Anderson, secretary, 
Council on Medical Education and Hospitals, A.M.A.; Dr. Edwin 
L. Crosby, director of the Joint Commission on Accreditation of 
Hospitols; Dr. Malcolm T. MacEachern, director of professional 
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relations, A.H.A.; Dr. Charles U. Letourneau, secretary, Council on 
Professional Practice, A.H.A.; Dr. Paul Ferguson, associate director, 
A.C.S. Standing, left to right, are: Dr. Gaylord Hess, surveyor, 
A.H.A.; Warren Von Ehren, Council on Medical Education and 
Hospitals, A.M.A.; Dr. William W. Southard, surveyor, A.M.A.; 
Dr. Thomas H. Reagan, surveyor, A.H.A.; Dr. F. C. Fitts, surveyor, 
A.M.A.; Dr. Oliver 8. Zeinert, surveyor, A-C.S.; Dr. Jose Gonzalez, 
surveyor, A.H.A.; Dr. William R. Albus, surveyor, A.M.A.; Dr. Robert 
S. Myers, surveyor, A.C.S.; Dr. T. C. Nordlander, surveyor, A.M.A.; 
Dr. Harold R. Hennessy, surveyor, A.C.S.; Dr. Armand J. Brunet, 
surveyor, A.H.A.; and Dr. Charles C. Hedges, surveyor, A.M.A. 
Dr. William E. Eaton, a surveyor for the A.C.S., was not present. 
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AT THE CEREMONY conveying the hospital standardization program from the American College of Surgeons to the Joint Commission on 


Accreditation of Hospitals were, left to right, Dr. Edwin L. Crosby, director of the commission, Dr. Gunnar Gundersen, chairman of the 
Board of Commissioners, Senator Lister Hill of Alabama, His Eminence Samuel Cardinal Stritch, archbishop of Chicago; Dr. Evarts A. 
Graham, chairman of the Board of Regents, A.C.S.; and Dr. Paul R. Hawley, director of the A.C.S. The ceremony was in Chicago, December 6. 


DR. GUNDERSEN (above, left) accepts the accreditation program on behalf of the com- 


mission. Senator Hill (above, right) gives the new joint commission an optimistic sendoff. 


DR. MALCOLM T. MacEACHERN (left) reminisces about the many years he a viding 
e 


the A.C.S. Hospital Standardization ram. With him are Dr. Leonard A. , Sur- 
eon genoral of the U. S. Public Health Service, and Dr. Charlies F. Wilinsky, executive 
irector of Boston's Beth Israel Hospital. Dr. Wilinsky is a member of the commission. 
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Burton Hospital Survey and Con- 
struction Act of 1946, paid a well- 
deserved tribute to the American 
College of Surgeons for setting 
“an inspiring example” for the new 
commission. “For 35 years,” Sena- 
tor Hill said, “it has labored for the 
program of accreditation. It is ap- 
parent how great is the power 
over hospitals that lies in the ad- 
ministration of the program. The 
American College of Surgeons has 
never usurped this power in its 
own interest; rather it has used it 
again and again in the interest. of 
the public.” 


TRIBUTE TO DR. MacEACHERN 


Seated in the audience, away 
from the stage and the reserved 
seats, a tall white-haired man in a 
blue suit heard these words, and 
the trace of a smile came to his 
lips. For it was Dr. Malcolm T. 
MacEachern, now sitting incon- 
spicuously out of the limelight, 
who had guided the American Col- 
lege of Surgeons Hospital Stand- 
ardization program for some 27 
years, up the narrow path that led 
to the events of Saturday, Decem- 
ber 6, 1952. 

It was “Dr. Mac” who had fore- 
seen the perils of usurpation and 
had so carefully steered his pro- 
gram around them. He did not do 
it alone, but it was largely his 
guidance, his care, his ingenuity 
and his determination that the 
patient always must come first that 
had warranted for the American 
College of Surgeons the praise 
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that it was receiving. Dr. Mac- 
Eachern, director emeritus of the 
A.C.S., is now director of profes- 
sional relations for the American 
Hospital Association and director 
of the program in hospital admin- 
istration at Northwestern Univer- 
sity. 


20 COMMISSIONERS 


The new Joint Commission on 
Accreditation of Hospitals consists 
of 20 representatives from the five 
participating organizations. The 
makeup of the commission is as 
follows: 

American College of Physicians: 
Dr. Alexander M. Burgess, Dr. 
William S. Middleton, and Dr. 
LeRoy H. Sloan. 

American College of Surgeons: 
Dr. Newell W. Philpott, Dr. Evarts 
A. Graham, and Dr. Arthur W. 
Allen. 

American Hospital Association: 
John N. Hatfield, Dr. Charles F. 
Wilinsky, Hon. John Milton George 
(representing Canadian hospitals), 
Stuart K. Hummel, Dr. E. Dwight 
Barnett and Dr. Anthony J. J. 
Rourke. A seventh hospital repre- 
sentative will be named to fill the 
vacancy caused by the death, on 
the day of the ceremony, of the Rt. 
Rev. Msgr. John J. Healy. 

American Medical Association: 
Dr. Julian P. Price, Dr. Rolland J. 
Whitacre, Dr. D. H. Murray, Dr. 
Herman G. Weiskotten, Dr. Gunnar 
Gundersen (chairman of the Board 
of Commissioners, Joint Commis- 
sion on Accreditation of Hospitals) 
and Stanley R. Truman. 

Canadian Medical Association: 
Dr. E. K. Lyon. 

Headquarters of the joint com- 
mission are at 660 N. Rush Street, 
Chicago, III. 


SURVEYORS AT WORK 


Most of the surveyors, the men 
who will actually be visiting hos- 
pitals for the joint commission, 
have been appointed by the par- 
ticipating organizations. 

The surveyors for the American 
College of Surgeons, the American 
Hospital Association and _ the 
American Medical Association re- 
cently underwent a training and 
indoctrination program in Chicago, 
and many of them already are 
spread throughout the country vis- 

iting hospitals for the commission. 
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American Hospital Association Surveyors 


Here is a thumbnail introduction of the four men who have been 
selected as accreditation surveyors for the American Hospital Association. 


G R. Hess, M.D., is 62, re- 
ceived his medical degree at Rush 
Medical College, Chicago, in 1915. 
He served as an 
extern at Pres- 
byterian Hospi- 
tal, Chicago, 
interned at 
Cincinnati 
General Hospi- 
tal, and was 
resident phy- 
sician at St. 
Luke’s Hospital, 
Chicago. He was 
in general prac- 
tice in Evanston 
and Momence, Ill., for 10 years. 
Dr. Hess spent many years in 
industrial medicine and in 1941 
became administrative assistant in 
charge of the division of Medical 

rvice in Industry, American 
College of Surgeons. In 1951 he 
became medical director, Medical 
Service in Industry, a division of 
the American Foundation of Oc- 
cupational Health, successor to the 
A.C.S. industrial program. 


DR. HESS 


Armand J. Brunet, M.D., is 45, a 
Canadian, and received his medical 
degree from the University of 
Montreal in 
1935. He did 
post graduate 
work in internal 
medicine at 
Hotel Dieu, 
Montreal, and 
St. Michael’s 
Hospital, Toron- 
to, and in 1938 
jointed the staff 
of St. Jeanne 
D’Are Hospital, 
Montreal. From 
1939 through 1945 Dr. Brunet 
served in the Royal Canadian 
Army Medical Corps and emerged 
a major. As a Canadian observer 
with a U. S. Marine Division, he 
was critically wounded on Okin- 
awa. After the war he became 
assistant superintendent of Queen 
Mary Veterans Hospital, Montreal. 
For two years he has been on the 
American College of Surgeons field 
staff. 


Thomas H. Reagan, M.D., is 62, 
served as a colonel in the Medical 
Corps, U.S. Army. An Iowan, he 

was educated 
in Miinois, re- 
| ceiving his 
medical degree 
from the Uni- 
versity of Ill- 
inois in 1912. 
He externed 
and interned at 
Augustana and 
West Side Hos- 
pitals, Chicago, 
and received his 
Army commis- 
sion in 1917. He remained in the 
service until retirement in 1946. 
During World War II, Dr: Reagan 
commanded the 64th General Hos- 
pital in North Africa and Italy; 
later he headed the DeWitt Gen- 
eral Hospital, Auburn, Calif. He 
served on the staff of the American 
College of Surgeons from July 
1947 to December 1952. He is a 
fellow of the A.C.S. and the Amer- 
ican Medical Association. 


DR. REAGAN 


Jose Gonzalez, M.D., is 35, was 
born in Mexico and received his 
medical degree at the University 
of Mexico in 
1943. He in- 
terried in Mex- 
ico and at 
Charity Hospi- 
tal, New 
Orleans, where 
he also served 
a fesidency in 
urology. He 
then served an 
administrative 
residency at St. 
Luke’s Hospital, 
Chicago. In 1948 he was medical 
director of Fajer Hospital, Mexico 
City, and in 1949 became a rep- 
resentative of the American Col- 
lege of Surgeons Hospital Stand- 
ardization Program. He received 
his master’s degree in hospital ad- 
ministration at Northwestern Uni- 
versity, Chicago, in 1950 and 
recently achieved an ambition by 
becoming a citizen of the United 
‘States. 


DR. GONZALEZ 


In case of 
patient injury: 


The 
Liability 
Federal 
Hospital 


Personnel 


EMANUEL HAYT, LL.B. 


(3 AUGUST 1, 1952, the Minne- 
sota Supreme Court held for 
the first time that a resident physi- 
cian in a government hospital, 
operated by a county of the state, 
who receives his compensation 
from the hospital while providing 
medical care as part of regular 
hospital routine is a servant of the 
hospital so as to make the hospital 
liable for his negligence under the 
doctrine of respondeat superior. 

In the case cited, a five-year-old 
boy had been admitted to the hos- 
pital suffering from a simple frac- 
ture of the femur. The resident 
contacted the staff physician and 
was advised to use the Byrant 
method of overhead traction. 

Three weeks later, another resi- 


Mr. Huyt is counsel for the Hospital 
Association of the State of New York and 
lecturer in hospital administration at 
Columbia University, New York City. 
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‘dent was assigned to the fracture 


service. The new resident examined 
the patient and found that the trac- 
tion had slipped. He therefore took 
the boy out of traction and reap- 
plied traction. He examined the 
foot at least once and usually twice 
a day for the next two weeaks. 


The boy then complained of pain, 
and the resident took him out of 
traction. He found that a severe 
pressure sore had developed on top 
of the foot. There was an area of 
ulceration and necrosis; the ten- 
dons were exposed and at least one 
tendon was injured. 

The boy was removed to another 
hospital where a skin graft was 
done. An operation was performed 
on the tendons and another skin 
graft placed on an ulcer which had 
developed on the old skin graft. 


Medical experts testified that the 
boy was left with a permanent par- 
tial disability of somewhere be- 
tween 30 and 40 per cent. The jury 
returned a verdict for the child of 
$30,000 against the staff doctor and 
the second resident and one of 
$10,000 against the county welfare 
board. The judgments were af- 
firmed by the Minnesota Supreme 
Court, before which the county 
welfare board had taken the posi- 
tion that the hospital was not liable 
for the negligence of a resident 
with respect to matters relating to 
the patient’s medical care, and that 
the resident was under the authori- 
tative control of the staff physician. 


In the opinion of the court, how- 
ever, the hospital was liable, for 
while it appeared that the staff 
doctors had the final responsibility 
for the care of the patient and 
while they supervised the activities 
of the residents to some extent, 
there was nothing to indicate that 
this supervision extended to duties 
which the residents performed as 
part of the general hospital rou- 
tine. The failure of the staff 
physician to visit the patient during 
the first 10 days of hospitalization 
was evidence of malpractice and, 
since the jury heard all the testi- 
mony and the conflicting views, it 
was for them to decide the ques- 
tions of negligence and the amount 
of damages.' 

This action illustrates the trend 
of the state courts in narrowing 
the immunity of local governmen- 
tal hospitals, a tendency already 


existing in the case of nonprofit 
voluntary hospitals. Since the lia- 
bility of federal hospitals is based 
on the law of the state, it can be 
expected that the decisions of the 
state courts will influence the 
federal rulings. 


The subject of the liability of 
governmental hospitals for injuries 
to patients is one that has been, and 
still is, occupying the interest of 
the courts and the various legisla- 
tures, both state and federal. 


Acceptance by states of liability 
is of relatively recent origin—New 
York, Michigan and Illinois form- 
ing the vanguard. Twenty-two 
states allow suit in some form, ‘22 
appear to be silent on the subject 
and four states have a constitution- 
al provision forbidding such suits.’ 
The acceptance of responsibility by 
the State of New York in 1929 has 
had a startling effect on the atti- 
tude of the courts on governmental 
liability. Although a voluntary hos- 
pital in that state is not liable for 
the negligent acts of a physician 
in the course of professional treat- 
ment, since he is regarded as an 
independent contractor, govern- 
mental hospitals no longer enjoy 
such immunity. \ 


The New York courts have held. 


that the doctrine of respondeat 
superior, which requires the em- 
ployer to be accountable for the 
acts of an employee, applies to 
governmental hospitals in the state; 
the theory that the physician em- 
ployed by the state or other local 
governmental hospital is an inde- 
pendent contractor cannot be 
asserted as a defense.* The ques- 
tion may well be asked whether 


the recent Minnesota decision is 


not the forerunner of a similar rul- 
ing in New York State to eliminate 
the last vestige of immunity for 
charitable hospitals in that juris- 
diction. 


Recognizing the unjust conse- 
quences of compiete immunity of 
the federal government from per- 
sonal injury suits, Congress in 1945 
enacted the Federal Tort Claims 
Act. Suit is now permitted on dam- 
age claims against the United 
States “under circumstances where 
the United States, if a private per- 
son, would be liable to the claimant 
for such damages.”* The head of 
each federal agency is authorized 
to settle any claim against the 
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United States where the claim is 
less than $1,000, due to the wrong- 
ful or negligent act or omission of 
any federal employee. A settlement 
with a government agency pre- 
cludes a separate action against the 
negligent employee. There is a two- 
year statute of limitations for the 
bringing of suit. However, if a 
claim is filed and then withdrawn 
for suit, an additional six months 
from the date of withdrawal is per- 
mitted.°® 

The government has been held 
not to be liable under the Federal 
Tort ‘Claims Act for injuries to 
servicemen where the _ injuries 
arose out of, or in the course of, 
activity incident to service.* 


RE: SERVICEMEN 


Cases decided since the enact- 
ment of the federal act illustrate 
the application of the law to serv- 
icemen. An enlisted soldier brought 
suit against the United States for 
damage caused by an Army sur- 
geon who negligently left a towel 
in his abdomen after an operation. 


In dismissing the complaint, the 
court held that the patient’s in- 
juries were service-connected. To 
permit such a suit in such a case 
would subject every injury sus- 
tained by a member of the armed 
forces in the execution of military 
orders to the scrutiny of a civil 
court, which would be required to 
pass upon the propriety of mili- 
tary decisions and actions of a su- 
perior officer.’ 

Similarly, damages are denied 
where the injuries are incurred by 
military personnel on active duty 
and incidental to the service. An 
Army officer on active duty was ad- 
mitted under official orders to an 
Army hospital for surgery. Death 
occurred while he was under treat- 
ment. The widow brought an action 
against the United States to re- 
cover damages for the wrongful 
death caused by the alleged negli- 
gence of the surgeon. She con- 
tended that since hostilities had 
ceased and the officer was not then 
on combat duty, her claim would 
come within the act. The case was 
dismissed on the ground that the 
deceased was an officer on active 
duty and hence not covered by the 
statute.* 

The courts appear to make a dis- 
tinction between service-connected 
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injuries and those which are not 
service-incurred. 

An honorably discharged soldier, 
in one case, was admitted for treat- 
ment in a Veterans Administration 
hospital and died as a result of the 
treatment. His case was held to be 
included in the Federal Tort Claims 
Act, as he was not in the service 
at the time of negligent act, and 
the condition for which he was 
treated was not service-connected.’ 

While two soldiers were on fur- 
lough, they were riding in their 
own automobile, which was struck 
on the road by a United States 
Army truck driven by a civilian 
employee of the Army. Claims were 
asserted against the United States 
for the injuries to one serviceman 
and the death of the other. Recov- 
ery was allowed under the act, on 
the ground that although the men 
were in the military service, the 
injuries to them were not incident 
to their service.'® 

The rule, therefore, seems to be 
that for the injuries to be excluded 
from the application of the act, 
such injuries must have been serv- 
ice-incurred or service-connected. 

Relatives of servicemen come 
within the coverage of the act. The 
question of whether the injury is 
service-connected, of course, is of 
no consequence. 

One case illustrates such respon- 
sibility. The four-year-old son of 
a naval officer had been born with 
weak muscles in his right eye. 
Various Navy doctors treated him 
from time to time. Preparatory to 
an examination for an eye opera- 
tion, medication calling for one-half 
of one per cent solution of atropine 
sulphate was prescribed. A corps- 
man filled the prescription, using a 
31 per cent solution of atropine sul- 
phate, a single. drop of which is a 
lethal dose for a human being. 
Death of the child due to the negli- 
gence of the naval corpsman was 
held to impose liability on the 
United States under the act." 

There is no absolute duty, how- 
ever, for the government to pro- 
vide medical care and hospital 
services for the dependents of 
servicemen. In fact, the Federal 
Tort Claims Act exempts from its 
scope claims “based upon the fail- 
ure to exercise or perform a dis- 
cretionary function.” 

Thus, the government was dis- 


charged of liability where it was 
sued for the failure to provide 
prompt ambulance service and 
medical attendance to an Army 
officer’s wife during childbirth, re- 
sulting in the stillbirth of the child. 
Army regulations authorized medi- 
cal attendance of dependents 
“whenever practical,”” which phrase 
both in the act and in the regula- 
tions made it discretionary in 
character.'* 

Nevertheless, once it is decided 
in the exercise of such discretion 
to provide medical or hospital care, 
there is no longer any discretionary 
duty to perform; the decision im- 
poses a requirement of due care. 


An Army regulation provided 
that the wives of Army personnel 
may be admitted to an Army hos- 
pital “when suitable facilities for 
hospitalization are available.” The 
wife of a serviceman was admitted 
under such authority to the mater- 
nity section of an Army hospital. 
She became paralyzed permanently 
from the waist down as a result of 
the injection of a harmful sub- 
stance in her spine instead of the 
prescribed spinal anesthesia. The 
court held that the United States 
was liable under the act; that it 
owed her the same care and dili- 
gence that would be due to her by 
a private person or corporation 
under similar circumstances."* 


HOSPITAL EMPLOYEES 


Under the act, the United States 
is liable for injuries sustained by 
hospital employees during author- 
ized but negligent treatment by 
medical officers. An employee of a 
Veterans Adntiajstration hospital 
was injured when 4 medical officer 
of the hospital in error poured car- 
bolic acid in his ear during treat- 
ment. The officer was held to be 
acting within the scope of his em- 
ployment under circumstances 
where the United States, if it were 
a private person, would be liable 
to the claimant.'* 


The United States would not be 
liable under the act if what was 
done by the employee of the gov- 
ernment was not within the line 
of duty, as where a civilian em- 
ployee who was not entitled to 
medical care was treated by Army 
physicians, with resulting injury. 
Since the physician acted clearly 
beyond his authority in operating 
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upon a civilian medical secretary 
employed in the hospital, who was 
not entitled to the services or fa- 
cilities of the hospital, the action 
was dismissed.’ 

A significant provision of the 
Federal Tort Claims Act is that 
liability is imposed only “under 
circumstances where the United 
States, if a private individual, 
would be liable to the claimant in 
accordance with the law of the 
place where the act or omission 
occurred.” The federal courts con- 
sequently follow the law of the 
particular state in determining 
liability. 

For example in the course of an 
official investigation, a sergeant in 
the Army’s criminal investigation 
division questioned the wife of a 
serviceman excessively and for an 
unreasonable length of time. With- 
in a week after the grilling, she 
developed a psychotic condition 
characterized by loss of memory 
and delusions of persecution. 

The most that can be said of the 
sergeant’s conduct, declared the 
court, is that he caused her mental 
suffering or emotional distress. 
Many states will not permit a re- 
covery for mental pain and anguish 
unaccompanied by physical injury. 
Under the law of the State of 
Washington where this incident 
took place no right of action ex- 
isted; it followed therefore that no 
recovery could be had under the 
Federal Tort Claims Act, based on 
negligence.'® 
' The question has arisen as to 
whether the federal government’s 
liability for negligence occurring to 
patients is similar to that of a 
charitable hospital or that of a 
commercial establishment in the 
particular state. This problem was 
considered in a recent case. 

A physician in the United States 
Public Health Service had his 
dwelling house on the grounds of 
the U. S. Public Health Service 
Hospital in San Juan, Puerto Rico. 
An explosion of illuminating gas 
wrecked the building, killed his 
wife, injured him and caused dam- 
age to his household furniture and 
other personal effects. A judgment 
was awarded to him against the 
United States under the Federal 
Tort Claims Act for the death of 
his wife, for his personal injuries 
and for property damage. 


The United States claimed that 
a hospital is not liable for the torts 
of its employees unless the hospital 
is a commercial establishment. 
This contention was overruled by 
the court on the ground that in 
Puerto Rico, charitable enterprises 
or establishments are liable for the 
torts of their agents or servants to 
the same extent as noncharitable 
ones.'? 

This case would seem to indicate 
that court decisions involving fed- 
eral hospitals will be as lacking in 
uniformity as the legal doctrines in 
the various states on the liability 
of charitable institutions. 


ESTABLISHING LIABILITY 


However, certain rules for es- 
tablishing liability under the act 
vary little; one of these is the re- 
quirement that the claimant must 
prove that there was legal negli- 
gence on the part of the agents or 
employees of the United States. 
The mere fact that the patient was 
injured is insufficient to entitle him 
to damages. 

Ordinarily, a physician is per- 
sonally liable for negligence, which 
as applied to the professions is 
called malpractice. This type of 
liability is based mney on the 
common law. 

Physicians in the employ of the 
United States government are 
placed in a special category with 
reference to their liability for in- 
juries to patients. Before the enact- 
ment of the Federal Tort Claims 
Act, executive officers performing 
discretionary governmental duties 
entrusted to them by statute could 
not have their acts reviewed by 
the courts. The act does not create 
a new liability on the part of the 
federal government where none 
existed before as to discretionary 
functions; it merely waives im- 
munity in certain cases. 

The immunity from legal liabil- 
ity of physicians in the armed 
forces or otherwise in the employ 
of the federal government is dem- 
onstrated in a reported case. 


A claim was made for the death — 


of a civilian killed by a veteran 
who had been discharged from a 
Veterans Administration facility. 
The veteran had received an hon- 
orable discharge from the Army for 
medical reasons, but prior to his 
discharge he had been confined to 


the hospital with a diagnosis of 
psychosis, unclassified. After his 
mental condition showed improve- 
ment, he was discharged following 
a neuropsychiatric staff conference. 
The discharge was in conformity 
with the regulations of the Ad- 
ministrator of Veterans’ Affairs. 

Neither the federal government 
nor the psychiatrists were liable 
under the Federal Tort Claims Act. 
The psychiatrists could not be held 
personally liable, since their acts 
were done in the performance of 
official duties enjoined upon them 
by law and regulations. 

“There may be cases,” said the 
court, “in which the facts would 


_ impose a personal liability on the 


servant umder circumstances in 
which the government, as master, 
would not be liable.’’** The rule of 
law would appear to be that if the 
physician is exercising a discretion- 
ary function required of him by 
law as part of his duties, he is not 
liable for negligence if the govern- 
ment is not. 

If the government is responsible, 
then the physician cannot be held 
personally liable. On the other 
hand, if the act of a physician is 
not required of him by law as part 
of his functions, he may be held 
liable in the same manner as any 
other physician, provided he is 
guilty of acts of malpractice. 
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HOSPITALS 


© 


a new concept in 
physical medicine and rehabilitation 


Treating the whole man’ 


MPROVEMENTS IN medical care 
and broadening of our under- 

standing of the problems of the 
sick and disabled have produced 
for the hospital administrator a 
whole new set of responsibilities 
in conjunction with the develop- 
ment of modern programs of phys- 
ical medicine and rehabilitation. 
At the outset it is well to provide 
certain definitions in order that 
there may be complete understand- 
ing of the scope of the discussion 
that follows. 

Physical medicine and rehabili- 
tation includes the employment of 
various physical agents and devices, 
therapeutic exercises, corrective 
procedures, occupational therapy 
and physical rehabilitation in the 
management of disease and injury. 

Occupational therapy may be de- 
fined as medically prescribed ac- 
tivity which has a therapeutic ob- 
jective. 

Rehabilitation has recently been 
defined by the President’s Commis- 
sion on the Health Needs of the 
Nation as “the restoration through 
personal health services of handi- 
capped individuals to the fullest 
physical, mental, social and eco- 
nomic usefulness of which they are 
capable, including ordinary treat- 
ment and treatment in special] re- 
habilitation centers.” 

This is a new and important 
phase of medical practice which 
has developed rapidly during the 
past decade. Within the past 10 
years, the Council on Physical 
Medicine and Rehabilitation of the 
American Medical Association has 
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been strengthened and has become 
a potent factor in influencing mod- 
ern medical practice. An American 
Board of Physical Medicine and 
Rehabilitation has been established 
for qualification of physicians who 
devote their attention to this med- 
ical discipline and there also has 
been established in the American 
Medical Association a regular sec- 
tion dealing with physical medicine 
and rehabilitation. Institutes of 
physical medicine and rehabilita- 
tion affiliated with progressive hos- 
pitals are springing up all over the 
United States. 

Our governmental agencies have 
organized central units for ad- 
vancement of this branch of med- 
ical practice such as the physical 
medicine consultants division in 
the office of the surgeon general 
of the Army, the physical medi- 
cine division in the bureau of 
medicine and surgery of the Navy, 
and the physical medicine rehabili- 
tation service in the central office 
of the Veterans Administration. 

Within the past decade the prac- 
tice of physical medicine and re- 
habilitation has progresséd from 
empiricism to precision. The new 
concept of rehabilitation has been 
evolved, undergraduate teaching 
has been more than doubled, grad- 
uate residencies and fellowships in 
physical medicine and rehabilita- 
tion have increased more than sev- 
enteen-fold, and the number of 
schools for training of ancillary 
personnel (physical therapists and 
occupational therapists) has dou- 
bled. The volume of sound labora- 
tory and clinical research in this 
field has increased and there has 
come into being a vigorous new 
medical specialty which has al- 
ready demonstrated its ability to 


bring relief to many thousands of 
sick and disabled persons and to 
restore other thousands of handi- 
capped people to useful citizenship. 
It is essential therefore that hos- 
pital administrators should become 
thoroughly familiar with this new 
trend in medical practice. 

Up until 1900 medical practi- 
tioners and hospital administrators 
devoted their major attention to 
the causes, diagnosis and cure of 
disease. Efforts in this direction 
have been outstandingly successful 
so that we have extended the life 
span of the average individual 
from 49 years in 1900 to approxi- 
mately 70 years today. During the 
past 50 years extraordinary prog- 
ress has been made in reducing 
mortality in our country. A num- 
ber of infectious diseases, such as 
typhoid fever and the principal 
communicable disases of childhood, 
have been all but wiped out as 
causes of death. The death rate 
from tuberculosis has been cut by 
about 90 per cent and the record 
for pneumonia is almost as impres- 
sive. 

Because of improvements in pre- 
vention and cure of disease, we find 
now that we have developed for 
ourselves a wholly new group of 
administrative problems and re- 
sponsibilities. Because of our suc- 
cess in postponing death, we are 
faced with the necessity for man- 
agement of an ever-increasing 
number of chronic illnesses and 
serious disabilities. We have saved 
many chronically ill and seriously 
injured persons from death but 
there can be worse things than 
death. I, may be much more hu- 
mane for the hospital administrator 
and the physician to provide serv- 
ices which will save such a person 
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from years of dependency than to 
save his life. We must now labor 
to make longer life bearable for all 
seriously disabled persons. We 
must develop hospital facilities and 
medical programs which not only 
will continue to add years to life 
but also to add life to years. 

Every time modern medical in- 
genuity and surgical skill] saves 
the life of a boy who would have 
previously died from extensive in- 
juries and every time the use of the 
respirator and tracheotomy pre- 
serves the life of a person exten- 
sively paralyzed by poliomyelitis, 
physicians have triumphed over 
death but have made for the hos- 
pital administrator a new problem 
in providing for the rehabilitation 
of a living but seriously disabled 
patient. To restore the patient 
physically and mentally so that he 
can return to self-respecting citi- 
zenship is a medical responsibility 
of the utmost importance and hos- 
pital administrators should take 
the lead in solving the problems 
of the increasing numbers of seri- 
ously disabled and chronically ill 
patients. 

The deputy executive officer 
of the Minnesota Department of 
Health has recognized this obliga- 
tion and recently he wrote, “There 
is an urgent need for the promo- 
tion of an educational program in 
the field of chronic illness with 
particular emphasis on the value 
of rehabilitation and the need for 
additional rehabilitation facilities.” 
He pointed out that large numbers 
of patients having chronic diseases 
are now receiving care which is 
primarily domiciliary in hospitals 
which are equipped only for the 
care of the acutely ill and he said 


that “a large proportion of these 


individuals would benefit appreci- 
ably by adequate rehabilitation 
services.” 

The answer, in my opinion, lies 
in developing more institutes of 
physical medicine and rehabilita- 
tion affiliated with and attached to 
general hospitals for the acutely 
ill where rehabilitation can be 
started at the earliest possible mo- 
ment. Such institutes should have 
beds of the domiciliary type to 
which the chronically ill or dis- 
abled patient can be transferred 
as soon as his acute illness or in- 
jury has been dealt with. When 


he is transferred to this institute 
he should be provided with a dy- 
namic and active rehabilitation 
program which will restore him to 
the fullest possible productivity 
and usefulness in the shortest pos- 
sible time. 

In July 1952, I attended an in- 
ternational congress in London 
where physicians from 22 nations 
participated in a symposium on 
rehabilitation and resettlement. It 
was the consensus of the speakers 
that rehabilitation has become es- 
tablished as a new medical disci- 
pline which aims at the restoration 
of the physically handicapped per- 
son to normal life. 

It was concluded that physicians 
and hospital administrators should 
avoid an attitude of hopelessness or 
passive acceptance in the face of 
a chronic illness or disability and 
that a dynamic approach to chronic 


. illness frequently results in restor- 


ation of the chronically ill or dis- 
abled patient to a fair measure of 
self-sufficiency, self-respect and 
happiness. An attempt should be 
made to return the handicapped 
individual to a normal living and 
working environment or to the 
most suitable alternate conditions 
possible. In the approach to the 
management of disabling condi- 
tions, the psychological and social 
as well as the physical problems 
should be considered. 

The latter concept of modern 
hospital practice is now constantly 
coming to the fore and every hos- 
pital administrator should be aware 
of it. 


THE NEW PHILOSOPHY 


In the current report of the pres- 
ident of the Rockefeller Founda- 
tion, Chester I. Barnard, in dis- 
cussing medical care, commented, 
“The old idea that biophysics and 
biochemistry would eventually un- 
ravel all the problems of health 
and disease is less tenable today 
than was the case 40 or 50 years 
ago. There is growing realization 
that interrelated social factors out- 
side of the physics and chemistry 
of the body are also involved.”’ He 
concluded, “When research has ac- 
cumulated and systematized the 
data into a scientific discipline, bio- 
social medicine may become an in- 
dispensable part of the school cur- 
riculum. We may expect medical 


schools then to introduce students 
to the practice of community medi- 
cine with an emphasis on the ‘so- 
cial diagnosis’ comparable to that 
on physical diagnosis.” 

Hospital administrators should 
be given ever-increasing consid- 
eration of this philosophy of 
treating each patient “as a whole”’ 
and to the importance of consider- 
ing not only the physical but also 
the psychological] and social aspects 
of the illness of every patient. Ac- 
cording to Lester Evans, M.D., ex- 
ecutive associate of the Common- 
wealth Fund, hospitals should be 
getting away from the traditional 
practice of developing along the 
patterns of the various services— 
medicine, surgery, pediatrics, gyne- 
cology, ophthalmology, neurology, 
and so on—because it is this prac- 
tice which makes it difficult for us 
to view the patient as a total per- 
son. 

One partial solution of the prob- 
lem posed by Dr. Evans is to 
provide frequent conferences of 
groups of specialists and ancillary 
workers who can deal as a group 
with the individual problems of 
each disabled person. At the recent 
international congress in London, 
Henry Kessler stated that many 
minds and skills meet on the re- 
habilitation team which, under the 
leadership of a medical director, 
should consist of physicians, nurses, 
therapists and counselors. 

Perhaps it is time to consider 
the development of a new kind of 
medical history in which can be 


- combined not only the standard 


traditional history taken by the 
intern or resident dealing with the 
chief complaint, present illness, 
past physical illnesses and physical 
findings but also a brief psycholog- 
ical history in relation to the illness 
or injury and in addition, a brief 
social history. Thus we might learn 
routinely to combine a psycholog- 
ical and bio-social diagnosis with 
the physical diagnosis in each case 
and thus we might learn more con- 
sistently to deal with the problems 
of the whole man. 

We not only must think always 
of the patient but we must also care 
for the patient and we must de- 
velop hospital facilities to provide 
not only for his physical restora- 
tion but also for his psychological 
and social rehabilitation. 


HOSPITALS 


Report from the Lankenau Hospital of Philadelphia 


PATIENT-DOCTOR-HOSPITAL re- 

lationship which has proved 
to be of invaluable benefit to all 
three is found in Philadelphia’s 
Lankenau Hospital’s “follow-up 
service.” 

Benefits derived by the patient 
from this follow-up service are 
many. Free periodic check-ups are 
provided which might very well be 
forgotten in the routine of one’s 
life. The patient feels that if we 
have taken enough interest in his 
condition to wish to see him again, 
he is only too glad to cooperate. 

Mixing ward and private pa- 
tients together in this system pre- 
sents no problem. The reason for 
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this is the congenial, polite and ef- 
ficient atmosphere which predomi- 
nates during these visits. The pa- 
tients wait only a short time and 
the increasingly high percentage 
of personal “follow-ups” attests to 
the popularity of the service. 

By these visits a close watch can 
be maintained on any chronic or 
recurrent type of illness and fur- 
ther treatment can be suggested by 


your at 


at 


from you. 


Mise) PF. Ellen 
Dire- 


Jacobs, 
tor of Followaup Service 


FORMS A, B and D (top to bottom) are vital records for the follow-up service. Form A 
is the patient's history sheet plus his return date; Form B is kept in the potient’s possession 
to confirm the date and time of his appointments. Form D is a reminder cord. 
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a letter to the family physician. 
Complicated conditions may be 
followed indefinitely. New and un- 
related pathology may be uncov- 
ered and brought to the attention 
of the family doctor which other- 
wise might have resulted in fatal 
delay. 

Summarizing then the patient's 
benefits, he enters wholeheartedly 
in this system because he realizes 
the value of preventive medicine 
and appreciates this extra atten- 
tion provided by the hospital phy- 
sicians. 


HOSPITAL BENEFITS 


The expense required to main- 
tain the follow-up department is 
far outweighed by the advantanges 
to be gained by the hospital. As 
the center for these periodic exam- 
inations, the hospital naturally 
benefits in reputation and prestige. 
Patients returning for their check- 
ups think of the hospital as “their 
hospital” and if further admissions 
are necessary they prefer to re- 
turn “where the doctors have been 
following them.” 

Referring doctors are most ap- 
preciative of this hospital service, 
realizing that we are helping them 
with their patients and encourag- 
ing rapport between them and 
their patients. 

Family physicians are also most 
cooperative in answering our de- 
partment questionnaires on behalf 
of patients unable to attend owing 
tq, extenuating circumstances. X- 
ray, laboratory and other hospital 
facilities likewise benefit in this 
service should additional studies be 
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indicated by a follow-up examina- 
tion. Briefly, the hospital benefits 
greatly both in public relations and 
in financial returns. 


PHYSICIAN'S BENEFITS 


The advantages presented by the 
follow-up department to the hospi- 
tal physician are numerous. Of first 
importance is the opportunity to 
follow the progress of the patient 
as long as he desires. Ideally he 
should follow each patient indefi- 
nitely, but practically this is not 
feasible. We, accordingly, close the 
case not prone to recurrence or 
complication in several years, 
whereas, cases under new therapy 
regime, malignancy or question- 
able cases are followed indefinitely. 

Thus we can personally evaluate 
the efficiency of our treatment; we 
have a large source of material for 
clinical research, and we can obtain 
a long-range picture of disease 
over the period of the past 31 
years. 


It requires little imagination to: 


expand on these benefits to the 
physician when we consider that 
more than 75 clinical papers have 
been published stemming from fol- 
low-up material at the Lankenau 
Hospital. We can then appreciate 
its contribution to medical progress. 


STRUCTURE AND PURPOSE 


The department is not a treat- 
ment clinic, but a free follow-up 
service rendered by the Lankenau 
Hospital to all ward and private 
patients. There is a director of the 
department and one assistant. The 
assistant devotes a few hours a 
week and aids with clerical work 
and the preparation of patients. 

Personnel participating in fol- 
low-up service consists of staff and 
resident physicians from the vari- 
ous hospital services. 

The basic purpose of the depart- 
ment is actually preventive medi- 
cine and no active therapy is in- 
stituted. Special attention is paid 
toward the patient’s progress fol- 
lowing discharge from the hospital, 
specifically, how he has recovered 
from a particular operation or from 
a particular medical condition. At- 
tention, therefore, is focused pri- 
marily upon symptoms and physi- 
cal findings associated with this op- 
eration or condition. 

Should a patient present com- 
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plaints or findings either as a com- 
plication of his previous illness or 
entirely divorced from that condi- 
tion, a report is sent to the family 
physician and the patient is in- 
structed to consult him. This report 
is written by a staff physician to 
the referring doctor, describing his 
findings and presenting his recom- 
mendations. In this way the pa- 
tient-family doctor relationship is 
maintained, and institution of ther- 
apy is at the discretion of the fam- 
ily doctor. The referring physician 
is invited to be present at the fol- 
low-up examination if he so de- 
sires. The cooperation of the refer- 
ring physician always has been 
encouraging. 

We are most insistent that each 
follow-up patient be seen regularly 
by his local physician, and if he 
have no family doctor, we can often 
recommend one in the patient’s 
neighborhood. Again, if the patient 
is unable to pay any fee, he is re- 
ferred to our various outpatient 
clinics. 

On routine admission to the hos- 
pital, the patients are sent to the 
wards or private rooms, as the case 
may be, with their bedside charts 
on which the registry number of 


the patient has been stamped. Upon 


discharge, the date for the return 
visit is written on the history sheet 
by the head nurse or one of her as- 
sistants (Form A) in the space re- 
served for this date. It is explained 
to the patient, by his physician or 
the supervisor on the floor that he 
is requested to report back to the 
hospital, for observation only, on 
the date placed on his appointment 
card. The office of the follow-up de- 
partment indicates the approxi- 
mate return date for the various 
diseases and conditions. For un- 
usual cases, which are not included 
in the schedule, the head nurse re- 
fers to one of the chiefs or assist- 
ants as to the desirable time for 
the patient to return. 

Upon discharge, the patient re- 
ceives a 3 x 5 card, the different 
colors of which serve to indicate 
the different services. On the face 
of this card appears the patient’s 
registry number, his name, address 
and date of the first return ap- 
pointment. At his first and at all 
subsequent visits, he presents this 
card, and after an interview, the 
card is handed back to him with 
the next return date written on the 
reverse side (Form B). 

Private patients receive a white 
card (visiting card size) which also 


FORMS E, F AND G are special forms of the follow-up department which occupies sep- 
arate quarters at the hospital. E is the name card and becomes a record of history and first 
return date. F is the calendar card with Form G on its reverse side as a date record. 
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contains the registry number, 
service, name, address and date of 
first appointment. A week before 
the appointed return date, a re- 
minder is sent to the patients 
(Form D). 

The follow-up service at the hos- 
pital occupies separate quarters 
where all the work of the depart- 
ment is done. The physical layout 
of the department consists of a 
large office, waiting room and small 
cubicles for examinations. The ab- 
stracted charts are filed in this of- 
fice, but since 1934, after the hos- 
pital instituted the unit history 
system, all follow-up sheets are 
incorporated with the hospital 
chart and filed in the record room. 

The files of the department con- 
sists of the name and calendar, 
card number, follow-up sheets, 
questionnaire, social service, hold 
and closed cases. 

The name card contains the usual 
social information regarding the 
patient, other items such as regis- 
try number, unit history number, 
service diagnosis, operation, refer- 
ring physician and the first return 
date (Form E). 

The caleridar card contains on 
the face the registry number, unit 
history number, name and address 
of the patient and of his nearest 
relative, date of admission and dis- 
charge, diagnosis and operation 
(Form F). On the reverse side, this 
card is arranged in quadrille ruling 
with the names of the month down 
the left side of the card and the 
days of the months across the top 
(Form G). The dates are marked 
by a stroke (/) in the appropriate 
square. 

A diagnostic and operative file 
were kept in the department before 
the hospital instituted the unit his- 
tory system, but since 1934 these 
files are kept in the record room. 

Upon discharge, the patient’s 
chart is sent to the record room 
where it is given a unit history 
number, entered in the diagnostic 
and operative files and sent to the 
follow-up department. A follow-up 
sheet, name and calendar card are 
made and returned to the record 
oom for filing (Form H). 
returning to the clinics 
are examined by the chiefs on the 
service with the aid of their assis- 
tants. The results of the examina- 
tions are written out by the exam- 
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ining physician or dictated and 
later typed on the follow-up sheet 
which is filed with the original 
hospital chart and is held for fu- 
ture reference. In this way a con- 
tinuous record of the patient is 
kept until he is dismissed from the 
follow-up service. 

In the clinics, if the examining 


physician finds it necessary to see 
the patient again, he assigns a re- 
turn date which he notes on his 
examining slip and also on the pa- 
tient’s appointment card. This date 
is then recorded on the follow-up 
sheet and on the calendar card. 
Patients who are not doing well 
(Continued on page 149) 


NAME 


ADORE SS 


THE LANKENAU HOSPITAL OF PHILADELPHIA 
FOLLOW-UP SHEET 


UNIT HISTORY No 
ADMISSION NO 


SERVICE 


of 


rALOW 


Dear 


family dector de Se and return te 


THE LANKENAU HOSPITAL 
CORINTHIAN AVENUES 


We are anxious to knew how you are feeling since you were in 
the hospital. Please answer the following questions or have your 


Are you free from the complaint for which the operation wac done?........«. 
Deo you Still have the Same 
Have you had any other complaints since leaving the NoSpital lscsccecccuces 
Have you had any other treatment er operation 

Since leaving the 


If not, how soom did it 
Are you satisfied with the results of the Operation. 


ee eee eee ee eee eee ee 


What is your wSual 


eee ee eee eer eee eee eee 


Are you 33 strong oS you were?....««. 
How soon were you able to return tO YOUr 


eee eee eee ee eee eee eee eee 


FA 


The Lankenau Hospital 
Follow-Up Service 


1S Your COPSCily 


Are your bowels regular With BeGiCime?.ccccccscccsecnneerewesteeeseunneees 


Thank you. 


Are your bowels regular without BOGICiMe?.ccccccceecnrereeeeeneeeeeunenues 


FORM H (top) is a follow-up sheet, including name and calendar card data. It is returned 
to the record room for filing. Form | (below) is the questionnaire used if a patient 
fails to return or write. Every possible means is used to locate the former potient. 
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Aim of the American Hospital Association: To pro- 
mote the public welfare through the development of 
better hospital care for all the people. : 


Foundation for the future 


-THE WIDESPREAD INTEREST and enthusiasm for 
the proposed Institute of Hospital Affairs has ex- 
ceeded the expectations of the Association’s Board 
of Trustees. The explanation of the purpose, philos- 
ophy and possibilities of the institute, as presented 
at the meetings of the House of Delegates and at 
the opening session of the 1952 convention, has re- 
ceived an unusually large share of press attention 
as well as comment in reports of the convention 
published in state hospital association bulletins and 
in other hospital publications. 

Although no further specific developments have 
occurred since the Philadelphia convention, Asso- 
ciation representatives are continuing to discuss 
the institute with the foundation which some 
months ago expressed an interest in the program. 
Whether this particular foundation’s interest ma- 
terializes into a grant remains to be seen. 

In the meantime, however, hospitals may be 
proud of the stature their Association has 
achieved. The interest expressed by this founda- 
tion represents one of the few times a great and 
internationally known foundation has so recog- 
nized the research and educational value of an 
association—whether trade or service group. / 

A grant of the scope and type under negotiation 
would not be given in recognition of the Associa- 
tion alone. It would be made on behalf of all hos- 
pitals for the purpose of helping them to further 
improve hospital service to patients. This philan- 
thropic organization does recognize that hospitals 
are making a tremendous effort toward improving 
the quality and distribution of hospital care at a 
reasonable cost to the patient by cooperatively 
pooling their resoure®s, experiences and abilities 
through the American Hospital Association. The 
strides and achievements hospitals have made to 
date, voluntarily and collectively through the As- 
sociation, give promise of even greater progress 
and development through a program such as pro- 
posed by the establishment of the Institute of Hos- 
pital Affairs. 

Because the potential is so important to better 


hospital care, the Board of Trustees is also con- . 


sidering other possible sources for financing the 
institute should the present negotiations with the 
foundation not result in a grant. 
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Do hospitals support Blue Cross? 


IT WAS WITH SURPRISE that many persons who 
attended a luncheon meeting of one of the recent 
hospital association conventions heard a speaker 
question whether hospitals are really behind Blue 
Cross. The speaker said that he had seen many 
releases issued by the local Blue Cross plan which 
included references to the fact that the plan is the 
hospitals’ own prepayment program. This, he felt, 
could only be considered as a claim by Blue Cross 
unless it was also backed up by similar statements 
released by hospitals and their representative asso- 
ciations. 

Since it was a very able newspaper editor who 
made this observation, it is of particular signifi- 
cance. In his capacity as a newspaper editor, this 
individual is in a position to bring before an audi- 
ence many of the prevailing opinions and reactions 
of the community. If such an individual, knowing 
full well what hospitals do sponsor and endorse 
Blue Cross, feels there is a lack of tangible evi- 
dence of this fact, what then can be the opinions 
and feelings of many, many other local citizens? 
Hospital sponsorship of and participation in the 
activities of an approved Blue Cross plan carries 
with it an obligation to aggressively support and 
promote the plan at every possible opportunity. 


Milestone in hospital history 


DEcEMBER 6, 1952, is a date that may well prove 
to be one of the most important milestones in the 
history of the hospital field. It marked the occasion 
of the formal transfer of the hospital standardiza- 
tion program of the American College of Surgeons 
to the Joint Commission on the Accreditation of 
Hospitals. The impressive program and transferal 
ceremony was equaled only by the distinguished 
audience in attendance. 

Officials and representatives of all the organiza- 
tions which will participate in the new program 
were on hand, and their spirit of warm-hearted 
friendliness and their expressions of sincere desire 
to work cooperatively and voluntarily for the ulti- 
mate objective—better hospital care—was ample 
proof that the new commission begins its important 
work with the full support required. 

To one individual in the audience—Dr. Malcolm 
T. MacEachern—this solemn occasion must have 
been most gratifying. The accomplishments of the 
former program represent the complete devotion 
and the tireless efforts Dr. MacEachern gave for so 
many years to improving standards of hospital 
care. And to another individual—Dr. Edwin L. 
Crosby, director of the commission—the goals and 
potentialities offered by the new program must 
present an exciting challenge as well as a task that 
will require the utmost in cooperation by all. 
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be LIBRARY PROGRAM for blind 
patients at the Veterans Ad- 
ministration Hospital, Hines, IIL, 
affords the librarian an oppor- 
tunity to open a world of literature 
formerly closed to the patient. The 
program allows us to bring to them 
the pleasure and satisfaction to be 
derived from books. 

There are two groups of blinded 
patients at this hospital. In Group 
I the primary emphasis is upon de- 
finitive medical and surgical treat- 
ment. These patients are in the 
general medical and_ surgical 
wards and in the neurology and 
neurosurgical sections. Patients in 
Group II are not physically ill but 
are here for orientation and train- 
ing. They are, for the most part, 
veterans of the Korean action and 
their age range is primarily from 
20 years to 30 years. They are 
under the direct supervision of the 
Physical Medical and Rehabilita- 
tion Service, Blind Rehabilitation 
Section. 

All Group I patients are visited 
at least once a week. by the li- 
brarian assigned to this project. On 
these visits a flat metal cart is 
' loaded with books which have been 
requested or which have been 
chosen by the librarian as suitable 
for the individual patients, the 
catalogs of talking books and 
Braille books, and the circulation 
records. 

The patients range from the 18- 
year-old who likes dog stories or 
romantic stories to the ex-mer- 
chant marine who is a cardiac case 
and whose interests range from 
securing information on subversive 
organizations for the “Navy Intel- 
ligence” to collecting antique sil- 
ver. This is a personal service in 
which the librarian must take the 
time to become acquainted with 
the interests and ambitions of the 
patients. 

Twice monthly there are group 
meetings in the blind rehabilita- 
tion section for the promotion of 


Miss Eaton is assistant chief librarian of 
the Veterans Administration Hospital, 
Hines, It. 
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Library program furthers 


adjustment of blind patients 


the use of talking books and a dis- 
cussion of recent books recorded. 
These are informal discussions and 
attendance is entirely voluntary on 
the part of the patients. 

There is an average of 24 pa- 
tients in this group and an average 
of about 15 are generally present 
at the meetings. Their educational 
background varies from elemen- 
tary school to college graduates. 
Materials available to them are 
brought to their attention and 
types of books are described. Pa- 
tients themselves mention books 
which they have enjoyed and fre- 
quently urge other patients to 
order them. 

It has not been easy to get an 
expression as to why they like cer- 
tain books better than others. Such 
expressions come much more fre- 
quently in the person-to-person 
contacts on the wards. We have 
had, however, some _ interesting 
and at times rather heated discus- 
sions about the kinds of books they 
want. 


MATERIALS USED 


The talking book machine and 
the records are our chief reading 
material. The machine is similar to 
a phonograph and is equipped with 


a loudspeaker for group listening 
and with earphone attachments for 
individual listening. The machines 
were lent to the hospital by the 
Illinois Department of Public Wel- 
fare, Division for Blind, which has 
been established by the State of 
Illinois to assist blind persons to 
adjust to and overcome their 
handicap. 

All talking books are ordered 
from the Hild Branch of the Chi- 
cago Public Library and are 
mailed to the hospital in a postage- 
free case. Information for secur- 
ing talking books and machines for 
all states is in the “Catalog of 
Talking Books for the Blind, 
Cumulative Supplement, 1948-51.” 

Since there are a large number 
of blind patients at the hospital 
and since the patient population 
has a rather constant turnover, the 
patients’ library keeps a small rep- 
resentative collection of talking 
books on hand. Another small col- 
lection is kept in the blind reha- 
bilitation section and books are 
frequently interchanged between 
these two collections. 

Free talking book catalogs are 
available upon request from the 
Division for the Blind of the Li- 
brary of Congress. Anyone inaug- 
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urating a talking book program 
should approach the catalog as a 
source of books and not as an order 
tool. Nonfiction is arranged by 
broad subject and thé fiction by 
author with an authof-title index. 
Current releases are given on the 
last record of each Reader’s Digest 
and are listed quarterly in Talking 
Book Topics. 
Since most of the patients here 
are learning Braille and using 
texts supplied by the therapists on 
the blind rehabilitation section, 
there is little demand for Braille 
books. There are occasional calls 
and these are filled through the 
same source as the talking books. 
The “Catalog of Press Braille 
Books Provided by the Library of 
Congress, 1931-1948” is the au- 
thority for our requests and the 
librarian at the Hild Branch often 
has a recommendation to make 
concerning more recent material. 


Only a small number of the plas- 
tic discs recorded under the aus- 
pices of the National Committee 
for Recording for the Blind have 
been ordered to date. These discs 
may be played either on a talking 
book machine or on a recorder. 
They are transcribed by volunteer 
readers whose donation of their 
time and talent is to be com- 
mended. 

The list of transcriptions con- 
tains a wealth of specialized ma- 


terial. One patient is now using 


Rogers’ “Counseling and Psycho- 
therapy.” He is especially grateful 
for this service as the material is of 
real importance to him at this time. 
The first discs were not Braille 
marked but more recent discs have 
been so marked for easier use. 
Since this is a fairly recent project, 
it is assumed that present difficul- 
ties will be overcame by the 
groups responsible for issuing 
these discs. 


PATIENT REACTION 


It has been impossible to interest 
some of the patients in the talking 
books. They try, but as one young 
man said, “Miss Eaton, I just don’t 
like to listen to the talking books.” 
More often the response is a genu- 
ine interest in the talking book, 
how it works, what books are 
available and just before dis- 
charge, how this service may con- 
tinue at home. 
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In the group meetings patients 
are quicker to respond to humor 
than has been my experience with 
other groups. Some are uninhibited 
in discussion and others will not 
express themselves in the group 
but will wait to speak to the li- 
brarian after the meeting is over 
and then make their remarks and 
observations on a person-to-person 
basis. At times the meetings seem 
to go along almost without the en- 
couragement of the librarian and 
at other times it is impossible to get 
any voluntary expression at all. 


READING AND REQUESTS 


A very broad subject classifica- 
tion of the reading done by the two 
groups of blind patients during a 
four-month period studied (Janu- 
ary-April, 1952) is shown in the 
accompanying chart. This sum- 


Total circulation 


Group Group 
Fiction 
Adventure . 17 
Fantasy . 3 
12 
Western _. 7 
Nonfiction : 36 47 


mary represents the reading of 29 
men of Group I and 26 men of 
Group II. Eight men are repre- 
sented in both groups since they 
were transferred from one unit to 
the other during that period. 


This reading was necessarily in- 
fluenced by the material available 
but for the most part it reflects pa- 
tient interest in a particular sub- 
ject or type. It is perhaps -signifi- 
cant that a large percentage of the 
reading done by Group I is on the 
“escape” variety, including west- 
erns, adventure, fantasy and his- 
torical fiction. The use of the talk- 
ing book as a medium of escape 
serves the purpose of easing the 
tension of the recently blinded and 
providing surcease from the added 
burden of illness to the others. 

Two ardent historical fiction fans 
of this group did not consider this 
“escape” reading, however, but 
both referred to the understanding 
of history which they were getting 
from these books. 

In Group II, more than 38 per 


cent of the entire reading was non- 
fiction. For the most part the read- 
ing reflects an interest in psycho- 
logical adjustment, business op- 
portunities, natural history, re- 
ligion and self-improvement. Both 
groups show an interest in modern 
novels but these lists in no way 
indicate the extent of this. 


With the limited funds available, 
the catalogs of talking books reflect 
a very careful selection. The pa- 
tients are delighted with the ad- 
venture, historical and western 
books and this is shown in their 
use of these titles. 


It is recognized that the group at 
Hines Hospital is perhaps a special 
or nonrepresentative group since 
they are all men, and are primarily 
within the 20-30 age group, all are 
veterans, practically all are blind 
as the result of injury and all have 
been blinded in adulthood. With 
the present trend toward integra- 
tion of the blind into society, how- 
ever, their requests for more real- 
istic fiction and more recently pub- 
lished books would seem to be 
justified. As these men progress 
from sickness to health, to an eag- 
erness for return to their families 
and independence, one of the best 
ways for the librarian to assist 
them in the supplying of more 
realistic pictures of their social 
surroundings through books. 


Through the service aspect of 
the library, the librarian acts as a 
part of the hospital team working 
for the welfare of the patient. As 
there are demands for the promo- 
tion or expansion of such a pro- 
gram in other hospitals, we hope 
that the suggestions and experi- 
ences noted here will be helpful. 
Any suggestions for improvement 
of our program will be welcome 
and any ‘requests for further infor- 
mation will be supplied if possible. 


RECOMMENDED READINGS 


1. My eyes have a cold nose. Chevigny, 
Hecter” Yale, 1948. 

2. Adjustment of the blind. Chevigny, 
Hecter. Yale, 1950. 

3. Federal legislation concerning blind 
persons in the United States and insular 
possessions. Lende, Helga. American Foun- 
dation for the Blind, 1 

4. What of the blind. American Founda- 
tion for the Blind, 1938-1941. 

5. Books for the adult blind. Library of 
Congress, ivision for the Blind, m3 
Government Printing Office, 1951. 

6. The war blinded: Their emotional, 
cial and Witthower. 
E. and Davenport, all 
Medicine 8:121- April, 

7. Blindness, modern a oaches to the 
neg environment. . Paul A. Prince- 
ton, 
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The business of being a 


HE TRUSTEE of a voluntary hos- 

pital accepts a great responsi- 
bility when he takes his place on 
the governing board. His duties 
are extensive and he must prepare 
himself so that he may carry 
them out intelligently and fairly. 

The ideal trustee is a_ well- 
rounded citizen, one with many 
experiences and a wide and varied 
background. Although his trustee- 
ship is not a fulltime job, he must 
be willing and able to devote much 
time and energy to it in addition 
to his regular position outside the 
hospital. As a member of the hos- 
pital’s governing body, he has a 
part in controlling the hospital's 
activities and, with the other mem- 
bers of the board, is responsible 
for the success or failure of his 
hospital’s operation. It is impor- 
tant that he fully understand his 
job. 

The size of governing bodies of 
voluntary hospitals varies, some 
having as few as three to five 
members and others as many as 30, 
40, or 50. Our experience at 
Princeton Hospital has shown the 
ideal number to be around 15 with 
one-third elected each year. Those 
who favor large boards contend 
that they make possible a direct 
contact through their large num- 
ber with all sections of the com- 
munity. That may be the fact, but 
any advantages of the large board 
are more than offset by the great 
difficulty of selecting a large num- 
ber and the unwieldy nature of a 
large group. With large numbers, 
full attendance becomes difficult 
and interest grows perfunctory. 
Then, too, from a large number, 
only a few are really active. In 
support of the medium or smaller 


Mr. McGraw, president of the McGraw- 
Hill Publishing Company, New York City, 
is also president of the Board of Trustees 
of the Princeton (N. J.) Hospital. This 
artice was adapted from an address pre- 
sented at the 1952 convention of the Amer- 
ican Hospital Association in Philadelphia. 
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TRUSTEE 


size board, it may be pointed out 
that business and industry as a 
general rule have found the me- 
dium sized board more efficient. A 
board of smaller numbers can be 
more carefully selected and the 
indoctrination and training in hos- 
pital practices more easily accom- 
plished. 

If broader relationships for the 
hospital are thought necessary or 
required, an advisory group of 50 
to 100 persons might be appointed. 
This group, of course, would not 
have the responsibilities or author- 
ity of the governing board. It might 
meet once or twice a year and 
transmit to the board criticisms or 
helpful ideas. The advisory board 
might be called “friends of such 
and such hospital” and be very 
useful in raising funds through 
personal gifts and solicitations. 


HONORARY TRUSTEES 


Another type of trustee which 
we, in our hospital, have found 
very useful is the honorary or trus- 
tee emeritus. We have elected sev- 
eral to that classification who had 
served faithfully and well for 
many years but who, because of 
age or other activities, did not care 
to have the responsibility and ob- 
ligation of carrying on. They are 
invited to attend all meetings but 
they have no vote. Their continu- 
ance has been most helpful and 
their attendance and interest un- 
failing. Such memberships, how- 
ever, should be limited to those 
who have records of long and out- 
standing service, or their member- 
ship will make the board cumber- 
some. 

The selection of trustees is of 


CURTIS W. McGRAW 


the utmost importance, for they 
have the complete authority and 
responsibility for every function 
the hospital performs. For smooth 
operating, the membership must be 
composed of nonpolitical repre- 
sentative citizens who are vitally 
interested in the welfare of the 
community and who are willing to 
devote much time and effort to the 
interests and proper functioning of 
the institution. A trustee should be 
selected for his abilities as an in- 
dividual and not as the representa- 
tive of any group, organization, or 
section of the community. 

I do not favor the practice of 
having the medical staff represent- 
ed on the governing board. The 
medical point of view can be gained 
best and in fuller detail through 
a joint conference committee of 
staff and board. 

A board member, aside from his 
hospital duties, is a watchdog of 
the hospital’s good name and could 
be called a public relations rep- 
resentative. A community, how- 
ever, will have confidence in its 
hospital board only when the trus- 
tees are citizens of proven merit 
and willing to work quietly and 
unselfishly. A community does not 
want representatives who like to 
see their names in print, but who 
give little or nothing of their time 
and effort. 

Turnover on the board of trus- 
tees should be accomplished slow- 
ly. A board, of course, can become 
ingrown, static and possibly self- 
satisfied. It takes a long time, 
however, to train and indoctrinate 
a new trustee so that hospital 
problems can be grasped quickly. 
While qualified younger trustees 
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should be added from time to time, 
those with longer experience usu- 
ally are the most helpful. 


The responsibilities of the board 
of trustees are all-inclusive. The 
board is the authority to which the 
medical staff, the administrator, 
all hospital personnel, and all aux- 
iliary organizations are directly 
responsible. I recommend the Code 
of Ethics adopted in December 
1947 by the American Hospital As- 
sociation and the American Col- 
lege of Hospital Administrators, 
which covers the duties and re- 
sponsibilities of the governing 
board. This outline should convince 
all trustees that they have accepted 
some real and grave obligations. 


EXECUTIVE FUNCTION 


The governing board must nec- 
essarily have an executive officer 
or administrator to carry out its 
policies and decisions. The selec- 
tion of such an officer entails the 
game responsibility as does the se- 
lection of any chief executive by 
a board of directors of a commer- 
cial business, A well-defined rela- 
tionship between the board and the 
administrator must exist, for the 
board depends on the administra- 
tor to operate the hospital effi- 
ciently. The board must work 
through the administrator and 
should not deal directly with other 
hospital personnel concerning their 
duties and performance. In this re- 
lationship there must be a happy 
combination of confidence, coop- 
eration and coordination. If there 
is not, a new administrator must 
be sought. Some boards may, 
through lack of knowledge, allow 
themselves to become passive in 
the hands of a trained administra- 
tor and medical staff, or, converse- 
ly, to dominate the administrator 
so that he cannot operate properly. 

During my 20 years of experi- 
ence as a hospital trustee, there has 
been much improvement and ad- 
vancement in hospital administra- 
tion, as well as in the field of medi- 
cine. This advance, however, has 
been attended by a great increase 
in the complexities and problems 
of caring for the patient. This has 
meant that no lay person without 
real training can properly operate 
a modern hospital of today if he is 
to keep abreast of this vast and 
ever changing field. A trained ad- 


68 


ministrator, therefore, is essential 
to any board that desires efficient 
management. The time has long 
since passed when a board mem- 
ber, a retired business man or a 
committee could function effec- 
tively as the chief executive officer. 
The duties of a chief executive of a 
hospital are fundamentally the 
same as those of the chief execu- 
tive in any business operation in 
that he is directly responsible to 
the board and must have complete 
authority in administration. I 
know of few executive positions in 
industry, however, that are as 
complex as that of a hospital ad- 
ministrator. To support this state- 
ment, I suggest reading of Ray- 
mond Sloan’s “Qualities for Which 
the Governing Board Should Look 
When Seeking or Evaluating the 
Hospital Administrator.” 


As liaison officer between the 
board and the various departments 
of the organization, the adminis- 
trator must see that policies laid 
down are transmitted and followed 
out and must collaborate with the 
medical staff on the same basis. In 
the same manner, he should trans- 
mit wishes and ideas and informa- 
tion to the board from the medical 
staff and personnel. In this capac- 
ity, it is his duty to attend all 
meetings of the board and its vari- 
ous committees. 


The hospital, board of trustees, 
medical staff, administrator and all 
those in any way connected with 
the hospital exist for only one pur- 
pose—the care of the patient. To 
give care to the sick and injured 
is the primary responsibility of any 
hospital with financial return and 
all other interests of secondary 
concern. Some trustees at times, 
under the press of many problems, 
tend to forget the main reasons 
for their being associated with the 
hospital. They should remember 
that the fundamefttal reason is to 
provide good care for the patient 
and another reason is to help to do 
that job better. 


The board of trustees of a hos- 
pital should represent enlightened 
public opinion toward the com- 
munity hospital. Including all their 
many other functions, trustees 
should be well enough informed 
and sufficiently interested to be 
constructive critics of the over-all 
performance of their hospital, both 


in professional and nonprofessional 
functions. I emphasize again that 
this interest must be through and 
never around the administrator. 
That is only good organization. If 
the voluntary hospitals are to sur- 
vive in this country, trustees have 
to fulfill an urgent and increasing- 
ly important duty of interpreting 
the hospital to the community, and 
of working toward a smooth co- 
ordination of the various depart- 
ments within the hospital and the 
hospital in its relation to other 
agencies. 


Trustees should be in the ad- 
mirable position of being able to 
answer the growing volume of ad- 
verse criticism of hospitals and the 
medical profession. Most of this 
criticism its based on distortion and 
misunderstanding and perhaps at 
times a malicious desire to dis- 
credit the present system of hos- 
pital and medical care in order to 9 
supplant it with some other sys- 
tem. In answering such criticism, 
however, the greatest danger the 
trustee faces is in allowing his 
emotions to force him into a posi- 
tion of defending the status quo 
of the present system without ad- 
mitting any room for improve- 
ment. There is much room for im- 
provement. But in the .main, a 
creditable job has been done and 
it is better done by the people 
themselves under the free enter- 
prise system without government- 
al jurisdiction. 


SPECIAL PROBLEMS 


Among a few current problems 
that should engage the interest of 
the trustee is “third party pay- 
ments.” This experience is used 
increasingly in hospital literature 
and unfortunately usually with a 
note of antagonism. The growth of 
the Blue Cross movement, which 
is a voluntary nonprofit system, 
reflects the desire of most Amer- 
icans to solve an important prob- 
lem in their own way and with- 
out governmental intervention and 
compulsion. This third party—Blue 
Cross or commercial group insur- 
ance—who pays the hospital bill, 
is not only the patient in the hos- 
pital but his many fellow Amer- 
icans who have voluntarily agreed 
to insure themselves against the 
cost of hospital care. If there are 
disagreements between hospitals 
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and the Blue Cross organization as 
to method of payment, amount of 
payment or services covered, these 
problems must be resolved in an 
intelligent and amicable manner, 
because failure to do so will de- 
stroy the Blue Cross movement. 
Should this happen, the voluntary 
hospital movement will be very 
adversely affected. The American 
Hospital Association’s Council on 
Prepayment Plans recently devel- 
oped a set of principles which hos- 
pitals may use in _ establishing 
charges for patient service. The 
object is not to determine uniform 
charges, but to determine a uni- 
form method of computing those 
charges. This is an intelligent ap- 
proach to a serious problem and 
hospital trustees should follow this 
project with interest. Our hospital 
recently took the stand that it 
would not ask the Blue Cross for 
actual costs, realizing that the Blue 
Cross worked on averages and 
could not be expected to take into 
account the varying costs through- 
out the many sections of the coun- 


try. 


THE OBLIGATIONS 


Board responsibility for patient 
care in a hospital, without regard 
to the patient’s status as private, 
semiprivate or ward, is being in- 
creasingly recognized as a moral 
and legal obligation. Here again 
one often finds the board and the 
doctors disagreeing, and yet the 
wise and ethical doctor should cer- 
tainly recognize that an intelligent 
and cooperative board of trustees is 
his best protection against the mi- 
nority within his profession who 
exhibit greed and incompetence 
and engage in unethical practices. 
I believe that in this day and age, 
all will agree that every qualified 
physician should be associated with 
a hospital in some capacity. This 
should be our ideal. At present 
this is not so in many areas, but 
where the qualified physician does 
not enjoy the association with his 
community hospital, there must be 
valid reasons for it. 


Trustees should familiarize them- 
selves with standards of medical 
performance that prevail generally 
in the better hospitals and see to 
it that these standards are main- 
tained in their hospital. A trustee 
is not expected to diagnose or treat 
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a patient, but he should familiarize 
himself with the accepted percent- 
ages for autopsy rate, infant and 
maternal mortality, normal tissues 
removed at operations, and consul- 
tation rate and see how his own 
hospital compares from month to 
month. 


In all of this, the administrator 
can be of immense help, but the 
trustee himself must keep in touch 
with the various publications in 
the field so that he may have an 
adequate background of knowl- 
edge to draw upon for compari- 
sons and conclusions. In addition, 
boards occasionally find it desirable 
to engage the services of a quali- 
fied consultant, and they should 
not hesitate to do so from time to 
time. 


Most trustees are only lay men 
and women. They do not know all 
the angles of hospital administra- 
tion or all the latest and best prac- 
tices in the field of medicine. 
About 10 years ago, our board 
decided that we should check all 
our policies, practices and proced- 
ures. At that time, the late Dr. 
Claude Munger of St. Luke’s Hos- 
pital in New York City was en- 
gaged to make such a written re- 
port. Also, about two years ago, 
Dr. Robin C. Buerki, now execu- 
tive director of the Henry Ford 
Hospital in Detroit, made another 
similar and exhaustive survey. As 
a result of these excellent and in- 
dependent reports, we made many 
changes which, without expert ad- 
vice, might have caused difficulties. 
They also gave our trustees assur- 
ance they were keeping on the 
right track, as well as safeguarding 
the patient. Such reports keep 
trustees on their toes and serve as 
guides for the future. 


PROGRAM SUPPORT 


Where there is a resident and 
intern staff, the trustee should ap- 
preciate the importance of the 
educational program, not only for 
its benefit to the young house doc- 
tors, but perhaps even more im- 
portant for the indirect benefit it 
has for the attending physicians 
who participate in this program. 
Every teacher teaches himself, and 
the doctor in the community hos- 
pital who is instructing interns and 
residents is a better doctor for 
having done so. If there is a school 


of nursing, the board should take 
a similar active interest in all its 
functions. 


In these times of extreme nurs- 
ing shortages, trustees should in- 
terest themselves in developing 
better methods of distribution of 
available nursing talent. We must 
ask ourselves whether the conven- 
tional setup of hospitals hinders 
or helps this situation. Many per- 
sons, by natural inclination, would 
prefer a private room and special 
nurses around the clock. But it has 
been pointed out that not only 
might this be extremely wasteful 
of nursing talent, but the patient 
might not get as good care, espe- 
cially in the immediate postopera- 
tive period, as he would under a 
plan where urgent cases, whether 
they be medical, surgical or ob- 
stetrical, are grouped in such a 
manner as to provide the best 
qualified nursing care and atten- 
tion. Ten patients in the immediate 
postoperative period, which might 
be from 12 to 24 hours, might be 
assembled in one room with all 
needed facilities and be under the 
constant care and expert eyes of 
three nurses specialized in this 
field. During one eight-hour shift, 
therefore, 10 patients might get 
better care from three nurses un- 
der this arrangement than they 
would from 10 nurses selected hit 
or miss from a nursing registry 
and not always familiar with the 
particular type of operation or the 
particular technique of a certain 
surgeon. 


A somewhat similar plan could 
be extended to the maternity pa- 
tient for her immediate postpartum 
period and it would also seem in 
order for what might be considered 
urgent and critical cases where a 
great deal of expert and specialized 
care is required at all times. Prob- 
lems like these should interest 
trustees just as much as they in- 
terest the hospital administrator 
and his medical and nursing staff. 
Perhaps some trustees can make 
helpful suggestions along these 
lines, drawing upon their experi- 
ences in business and industry. 

The trustee can be of immense 
help in changing the community 
attitude toward outmoded prac- 
tices and popularizing the newer 
and better methods. Also, in the 
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THROUGH THE GOLDEN Gate steams the 
"S. S. Lurline,” which will carry Association 
members home from the institute and holli- 
day in Howaii after the 1953 convention. 


ITH PLANS FOR the 1953 con- 
Wi under way, the 
American Hospital Association has 
made arrangements for a special 
train and two special airplane 
flights from Chicago to San Fran- 
cisco and return. 

Transportation arrangements 
also are being made for the con- 
venience of those wishing to travel 
‘to the Hawaiian Islands after the 
‘convention for a vacation, the spe- 
cial post-convention institute that 
is being planned for Honolulu, or 
both. 

The convention will take place 
in San Francisco from August 31 
through September 3, and the 
Hawaiian institute will be in Hono- 
lulu September 7-11. 


SPECIAL TRAIN 


As an aid to those in the eastern 
states, the Association has ar- 
ranged with the Burlington Route 
for a special air-conditioned train, 
which will leave Chicago on Wed- 
nesday, August 26, and take a 
scenic route to San Francisco. 


—Photo courtesy Matson Lines 


Convention travel plans include 


San Francisco and Honolulu 


The route west affords wide 
window vistas of Denver, Colo- 
rado Springs, Pike’s Peak, the 


world-famous Royal Gorge and the 
lofty Colorado Rockies. A stop is 
scheduled in Salt Lake City, where 


—Photo courtesy Atchison, Topeka & Santa Fe Ry. 


MAJESTIC GRAND CANYON is one of the sights convention-goers will see on their trip 
eastword, after the convention, aboard the special American Hospital Association train. 
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convention-goers will be taken on 
a motor tour of that pioneer 
Mormon city, with a special.organ 
recital at the Mormon Tabernacle 
on the agenda. The train will reach 
San Francisco on August 29. 

After the convention, the special 
train will return to Chicago by an 
entirely different route. An entire 
day will be spent at Yosemite Na- 
tional Park, and two days will be 
spent in Los Angeles, with visits 
to Hollywood and motor trips 
through Beverly Hills and along 
the beaches. 

This trip will be operated on the 
all-expense plan, and the fare will 
include all meals (except in San 
Francisco), sight-seeing, Pullman 
accommodations, lodgings in Los 
Angeles, state and federal taxes, 
and the services of an experienced 
escort. The cost will range from 
$315 to $375, depending on accom- 
modations selected. 

While the special train will be 
operated by the Burlington Route, 
other railroads also serve San 
Francisco from Chicago and the 
east. The Great Northern’s “Em- 
pire Builder,” the Northern Paci- 
fic’s “North Coast Limited” and 
the Milwaukee’s “Olympian” take 
the northwest route and make 
connections for San Francisco. The 
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Santa Fe’s “Chief” and “Super 
Chief” take the southern route. 
The Chicago and Northwestern 
Railroad has its “City of San 
Francisco,” which follows much 
the same westward route as that 
of the special train. 


SPECIAL FLIGHTS 


American Hospital Association 
special flights will leave Chicago 
via United Air Lines on August 28 
at 1:15 p.m. and August 29 at 
10:50 A.M. 

Returning to Chicago, nonstop 
flights will leave San Francisco on 
September 3 at 10:45 P.M. and on 
September 4 at 8:45 a.m. The 
round-trip airplane fare is $250.82. 

In addition to the special flights, 
air transportation direct from Chi- 
cago to San Francisco is provided 
by Trans-World Airlines. 


HAWAIIAN INSTITUTE AND HOLIDAY 


The annual convention in San 
Francisco offers an excellent op- 
portunity to combine a trip to 
California with a visit to the 
Hawaiian Islands and the post- 
convention institute. The trip may 
be made by sea or by air or by a 
combination of the two. 


SEA AND AIR CRUISES 


For the round-trip air cruise to 
the Hawaiian Islands, a United 
Air Lines double-decked Strato- 
cruiser will leave San Francisco at 
11:45 P.M. on September 3, arriv- 
ing in Honolulu the next morning. 
Departure by air from Hawaii is 


on September 14. Rates for the” 


round-trip air cruise range from 
$386 to $627, including tax. The 
cost of hotel accommodations de- 
termines the price. For those just 
wishing air transportation between 
San Francisco and Honolulu, with- 
out hotel or other services while 
there, the fare is $193.20 one-way 
and $347.76 round trip on regular 
flights, both fares including tax. 
Those taking the sea-air cruise 
will fly to Honolulu and return to 
Los Angeles on the Matson Lines’ 
air-conditioned “S. S. Lurline,” 
which leaves Honolulu on Septem- 
ber 14 and arrives in Los Angeles 
on September 19. Rates range 
from $428 to $845, including tax. 
Full details on the trips will be 
provided in a special mailing to 
Association members this month. 
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Photo courtesy Colifornians, inc. 
YOSEMITE NATIONAL Park is on the homeward lap of the speciol train that will carry 
convention-goers between Chicago and San Francisco. Shown here is the Ahwahnee Hotel in 
Yosemite Valley, where Association members will spend a day after the convention is over. 


-Photo courtesy Southern Pacific Ry. 


WILSHIRE BOULEVARD in Los Angeles. The special train will stop here for two days. 
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CATHERINE COVERT 


N A SUNNY Sunday, June 1 of 
this year, some 224,000 central 
New Yorkers fumbled out to the 
front door, picked up the morning 
paper, and were confronted with 
a startling five-column shot of a 


living skeleton stretched out in a . 


Dali-world of steel gadgets. 

The skeleton, explained the ac- 
companying cutline, was one of the 
more fortunate Victims of heart 
disease who had been saved in 
Syracuse by operation, an opera- 
tion made possible by the grotesque 
gadgets and the test they were 
performing in the picture. A sample_ 
of the heart’s blood was actually * 
being taken by a catheter pushed 
up through an arm vein into the 
patient's heart. Tests taken by that 
catheter would enable the surgeon 
to decide the wisdom of operation 
to enlarge the mitral valve of the 
heart. 

Most of the readers of the Syra- 
cuse Herald-Journal had never 
seen a picture of anything like that. 
They looked again. 

And, with luck, possibly half the 
224,000 were lured into the copy 
accompanying the picture, copy 
that announced an unprecedented 
series of newspaper stories that 
would explain precisely what made 
hospitals tick, why hospital bills 
seemed sky-high, how’ hospitals 
could now save more lives like the 
living skeleton’s, and what changes 
are revolutionizing the whole hos- 
pital business. 

Written in short sentences with 
words the ordinary person could 
be expected to use himself, the 
articles brought to light a number 
of questions that in Syracuse had 
existed only in the shadowy world 
peopled by harried hospital ad- 
ministrators, conscientious trus- 
tees and the occasional sympathe- 
tic patient who tried to see past 
the annoyance of waiting for his 
nurse. 


“YOUR HOSPITAL—THE . 


STORY OF A REVOLUTION,” 
announced a striking white-on- 
black headline. That same head 
topped each of 12 articles in a 
series stretching through the next 
two weeks. 

Recent charges that hospitals 


over-bill in some services to pay — 


for deficits in others were investi- 


Miss Covert is a member of the editorial 
Syracuse (N. Y.) Herald- 


gated. So were charges that the 
well-to-do patient is soaked to 
take care of the nonpaying ward 
case down the hall. Where the 
charges were found to have some 
factual basis the series went into 
the economic reasons for hospital 
practice in these fields and ex- 
plored possibilities for future im- 
provements through cost analyses 
and other modern methods. 

Such a hospital series was as 
overdue in Syracuse as it is in most 
cities. The people of the commun- 
ity had never been given a formal 
briefing on the problems. Not only 
private problems about Aunt Su- 
sie’s outrageous hospital bill, but 
how hospital problems affect the 
community at large. 

Reader interest proved to be 
high. Public attention was concen- 
trated on hospital problems. And 
the hospital community welcomed 
this journalistic innovation with 
open arms. 

Six thousand reprints of the 
series were circulated among mem- 
bers by the American Hospital 
Association; 5,000 more copies 
were ordered by individual hospi- 
tals for distribution to patients, by 
Blue Cross, by the national Com- 
munity Chest organization. It now 
seems probable that other uses 
may be made of reprints by health 
agencies over the country. 

Thinking that other hospital ad- 
ministrators might be interested in 
the “story behind the story,” (a 
cliche required at least once from 
each writer who writes about his 
own writing) the editors of HOSPI- 
TALS suggested an article explain- 
ing how our series came to be and 
even presenting a few suggestions 
for duplicating such a project in 
other communities. 

Such a series, I learned, is out of 
the ordinary. 

People don’t particularly like to 
read about hospitals. They'd rather 
not think about being sick. Editors, 
being people, have not been com- 
monly interested in devoting 
enough of a reporter’s time to do 
anything comprehensive on hos- 
pitals either. Formal assignment of 
one reporter to the health and hos- 
pital field is not common in papers 
outside metropolitan centers. 

In Syracuse, it seems to me, we 
have proved with this series that 
exploratory features on the health 
and hospital field are not only pos- 
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sible in communities outside the 
metropolitan areas, but extremely 
interesting to readers. A good ed- 
itor anywhere is always open to 
suggestions for good stories. The 
important thing is to know how to 
go about suggesting stories on 
hospitals. 


HOSPITAL CONTACT 


My series, I found out later, had 
been suggested by Dorothy Heh- 
mann, then executive secretary of 
the Central New York Regional 
Hospital Council. She had con- 
ceived the idea of a series devoted 
entirely to hospital problems, had 
suggested her idea to the president 
of the Herald Company, Mary E. 
Jenkins, and to the executive ed- 
itor, Alexander F. Jones. 


“It has always been my idea that 
an effective hospital public rela- 
tions program is a never-ending 
task,”’ Dorothy commented to me 
later. “Though the big splurge is 
desirable, it’s the continuing flow 
of intelligently written stories on 
hospitals that is most important. 


“Thus my purpose in suggesting 
this series was not alone the idea 
of conveying immediate informa- 
tion to the public, but development 
of a writer who might become 
familiar with the entire field and 
become interested in writing about 
that field long after the series was 
over.” 

Of all this I was blithely ignorant 
when the command came down 
from the executive editor to “do a 
series on hospitals.” In fact as a 
reporter devoted more to stories of 
blood and crime, I was not precisely 
enthusiastic about the assignment. 


The only clue to any information 
was the telephone number for a 
Miss Hehmann, whom I dutifully 
called. 

And I was launched headlong 
into a hectic eight weeks—inter- 
viewing administrators, doctors, 
nurses, taxpayers, society matrons 


who wanted to be useful, trustees, 


patients, planners; pounding down 
hospital corridors; looking staunch- 
ly at spilled blood; puzzling over 
ledgers, and taking erough notes 
to float a Ph.D. thesis. 

Dorothy remained my mainstay 
through the entire affair, produc- 
ing quantities of material, answer- 
ing questions, and prodding, prod- 
ding, prodding. 
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That last may not sound com- 
plimentary. It was necessary. 


Also very necessary were the 
scores of hospital people who 
opened their problems and their 
records to me with commendable 
frankness. 

The Syracuse Hospital Council 
had voted to cooperate with the 
series when my paper decided to 
concentrate on the hospitals of the 
city instead of the region. (Such 
a series need not be done with co- 
operation of a whole council, of 
course. One administrator might 
well suggest and follow through 
such a project using only his own 
hospital. ) 

A plan worked out by the local 
council proved invaluable to me. 
It was an ingenious interviewing 
scheme devised by Herbert Mor- 
ford, administrator of University 
Hospital of the Good Shepherd, 
and by Dorothy Pellenz, adminis- 
trator of Crouse-Irving Hospital. 
As president and publicity chair- 
man for the council, respectively, 
they settled one of a reporter’s 
most pressing problems before it 
had a chance to develop. 

The hardest thing any compe- 
tent reporter must do when he 
interviews an expert of any kind 
is to establish rapport: Convince 
the expert that he is interested, 
qualified and (in this case) not 
inclined to sensationalism. 


Miss Pellenz and Mr. Morford 
took my tentative outline of stories, 
explained the project to the other 
administrator-members of the 
council, and assigned each member 
to help me with one or two phases 
of my investigation. 


The member responsible for each 
area suggested people for me to 
interview, explained the purposes 
of the interview to those people, 
and made some of my interviewing 
appointments. Thus introduced and 
qualified, I found many doors 
opened to me that would have been 
closed to the reporter who came 
in cold. 

Of course I investigated a good 
deal on my own and made appoint- 
ments of my own. In all but a few 
exceptions, however, because of 
excellent cooperation by hospital 
people, I got my facts and got them 
quicker and straighter than I could 
ever have done by myself. 

Comptrollers provided a prodi- 


gious number of figures; explained 
clearly their problems to an inter- 
viewer who feels uncertain in any 
mathematical field more advanced 
than eighth grade arithmetic. 

Dietitians took me into their 
kitchens. Doctors explained new 
developments. Nurses discussed 
problems of education and short- 
age. Community planners gave me 
access to previously unpublished 
reports. 

There was a measured caution 
about some of the administrators. 
Syracuse hospitals have not al- 
ways had what they considered 
happy relationships with the press. 
In general, however, their attitude 
could be laid down as a model for 
getting good press notices. Friendly 
cooperation and frank answers 
produced a far more comprehen- 
sive series than could have been 
possible otherwise. 


During the advance planning 
stage we also came to the problem 
uppermost in a majority of hos- 
pital people’s minds at the mention 
of such extensive publicity. Would 
I show the council my articles 
before publication? 

Such a procedure is out of the 
question according to the average 
newspaper code. The reporter must 
be trusted to report and interpret 
the results of his interview in any 
way he and his editors see fit. But 
because of the pioneer nature of 
this series and because of the tre- 
mendous complexity of the subject, 
a unique arrangement was worked 
out that proved satisfactory. 


I showed carbon copies of my 
stories before they were published 
to Mr. Morford and Miss Pellenz 
with the understanding that they 
check only for factual accuracy, 
not for interpretation. Fortunately 
there proved to be few inaccura- 
cies, and changes in even those few 
statements they felt to be in errer 
were left completely to the judg- 
ment of the Herald-Journal. 


PLANS EXPAND 


No objections were offered on 
any matter of interpretation, and 
none have come to me from hos- 
pital people since. This method of 
checking only for accuracy turned 
out to be a device which, hit on 
in advance, opened more doors that 
might have remained closed. 

Once my arduous interviewing 


73 


a 


was over, the organization of a 
plethora of facts, fancies and con- 
flicting opinions I had garnered 
into anything resembling a natural 
series of articles was my most 
difficult problem. 

The light broke as I was casually 
jotting down the changes in the 
hospital field in the last 50 years. 
Why not write one story about each 
major change? 


ARTICLE PATTERN 


This seemed a unique approach, 
and one that organized itself nat- 
urally. The final series, padded by 
a story on the health history of 
Syracuse and concluded by a sort 
of crystal-ball look into the future, 
explored these factors which have 
produced tremendous change in the 
last 10 to 30 years: 

1. Rapid medical advances that 
have changed the entire pattern 
of hospital care. Instead of a place 
to keep sick people, the hospital 
is becoming a center for diagnosis 
and treatment. Bills are higher, but 
stays shorter. 

2. Transformation of the hospital 
from an isolated organization run 
by a few into a community service, 
a community concern. 

3. Higher standards and wider 
fields for professional employees 
such as nurses which make the 
profession more attractive and its 
members more competent, but ag- 
gravate the nursing shortage. 

4. Transformation of the hos- 
pital from a charitable service for 
the poor to a nonprofit service for 
the whole population. 

5. Inflation that has skyrocketed 
hospital costs, increased wages, 
forced hospitals to hire more 
people. 

6. Increase of prepayment plans 
that help hospitals to make ends 
meet. 

«7. Increasing role of government 
influence in providing welfare 
payments, on ‘the one hand, and 
building Veterans Administration 
and state hospitals to compete with 
voluntary institutions, on the other. 

In addition to these feature-type 
stories, two very good news stories 
developed as part of the series. 

I discovered in the course of my 
prowlings about that Syracuse was 
facing a special crisis in the health 
and hospital field. Not only was a 
new Veterans Administration hos- 
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pital impending on the scene, but 
the city had been designated as the 
upstate medical center by the 
legislature. 

All the problems occasioned by 
such a burgeoning into a medical 
center had never been explored in 
the press. So my most newsworthy 
articles delved into the probable 
effects of the Veterans Administra- 
tion hospital and medical center, 
plus the hospital survey being 
made here by the Columbia Uni- 
versity consultants under Dr. John 
Gorrell. 

Once my material was gathered 
and my organization mapped, the 
actual writing took about 15 work- 
ing days. Translating hospital jar- 
gon into language for the reader 
was, of course, the prime poser. 
Any number of high-toned articles 
in any newspaper will do little 
good if the wording is so technical 
and complex that only hospital 
people can understand them any- 
way. 

One concrete result of the series 
has been as Dorothy Hehmann 
originally hoped. Now that my 
contacts are made, I find that an 
infinite number of health and hos- 
pital stories suggest themselves. 


PRACTICAL IDEAS 


If you or your hospital organiza- 
tion is inclined to reproduce our 
experience, you may be interested 
in a few concrete suggestions made 
from practical experience. 

1. Cultivate a sense for ideas 
that would serve as a basis for good 
newspaper articles. This involves 
some study of the kind of thing 
that the newspapers usually play 
up, and an alertness to what is un- 
usual or new in the hospital. A new 
recovery room recently installed at 
Good Shepherd here, for example, 
was suggested to me by Adminis- 
trator Morford and became an 
excellent news story. 

2. Find out the proper person to 
contact at the newspaper. And 
pick the newspaper with care. 
Dorothy Hehmann noted the edi- 
torials written by Mr. Jones in the 
Herald-Journal, decided on his 
paper as one of integrity and bal- 
ance. She visited him and made the 
suggestion for the series directly, 
after contacting the president of 
the company. It is also wise to 
follow through an initially favor- 


able interview by sending a letter 
or material that may suggest story 
possibilities. Hundreds of people 
call on editors every week. Any 
one request can easily be put out 
of mind if there is no reminder. 


3. Work freely and frankly with 
the reporters assigned to cover the 
stories. Reporters resent, as do 
other intelligent people, any at- 
tempt to deceive them or keep 
them in the dark. Good public 
relations prescribe a frank discus- 
sion of the bad points about hos- 
pitals as well as the good. A re- 
porter who feels you have been 
fair with him will be much more 
inclined to be fair with your story. 


On many papers no one person 
is assigned to cover health and 
hospital stories. If this is true in 
your community, you might sug- 
gest assignment of one reporter to 
such a beat as a part of his other 
responsibilities. 

4. Be generous with praise for 
articles well done, tactful in cor- 
rections. Never call an editor with 
a complaint without first talking | 
with the reporter who, in your 
opinion, made the error. Your rela- 
tions with the paper depend in 
large part on your relationship 
with the reporter. His good will is 
a valuable asset. 


5. Be sure that some one person 
on the hospital staff is assigned 
to the public relations function. 
The best way is to become your 
own public relations officer; only 
the administrative head of an or- 
ganization is completely qualified 
to present his own organization to 
the public. If you feel you must 
delegate this responsibility, work 
closely with the person responsible 
for contacting newspapers and 
other media. This will permit con- 
tinuous follow-through on _ the 
publicity and public relations pro- 
gram, avoiding the error of an 
initial splash followed by a long, 
dull silence. 

“It seems to me these methods 
might be used with success in any 
community,” comments Miss Heh- 
mann. “By proper use of public 
relations techniques, such a pro- 
gram could be effective in even the 
smallest one-hospital community. 
And development of a thriving hos- 
pital-newspaper relationship will 
pay continuing dividends to the 
community as a whole.” 
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A Report from California 


Progress in nursing, 


convalescent and rest homes 


ENERAL HOSPITALS in California 
G cannot provide all the care 
needed for the aged and chronic- 
ally ill in the state. Nursing, con- 
valescent and rest homes also offer 
this type of service. 

The nursing homes are not lim- 
ited to aged persons, but most of 
the patients afe in the upper age 
bracket and most homes are de- 
signed to accommodate the elderly. 
They provide chronic, convalescent 
and boarding home care. The 
services vary depending on the 
operators, personnel and type of 
attention required by the patient. 
The latter may be minimal help 
for the healthy aged person who 
has selected this type of home for 
everyday living or complete care 
for persons who are dependent for 
their very existence upon the serv- 
ices provided. 

When the California Hospital Li- 
censing Act went into effect in 
1946, it provided automatic licen- 
sure for existing hospitals and 
nursing homes upon the submission 
of an application. Many of the 
homes did not meet the minimum 
requirements which were estab- 
lished for this category of hospital. 
Deficiencies which most often 
existed were unqualified operators, 
unacceptable physical facilities, 
lack of provision for adequate fire 
safety, inadequate personnel and 
inferior quality of patient care, 

The bureau of hospitals is ad- 
ministratively responsible for the 
licensing program and has assumed 
the task of bringing these facilities 
up to minimum standards. Re- 
cently it studied the services pro- 
vided and evaluated the progress 
made since 1946. This article is 


Miss Hotchkiss is hospital nursing con- 
sultant with the bureau of hospitals, divi- 
sion of preventive medical services, Cali- 
fornia te Department of Public Health. 
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based on the findings of that study. 
Because facilities in California 
were brought under regulation six 
years ago, more has been ac- 
complished there than in some 
states where nursing homes still 
are not licensed. 

Most of the nursing homes are 
operated by private individuals for 
profit. The others are operated by 
nonprofit organizations or in con- 
nection with general hospitals. 
Homes and institutions for aged 
persons were not included in the 
bureau’s study since they are regu- 
lated by the State Department of 
Social Welfare and are intended 
primarily to provide only board 
and room. 


PRESENT NURSING HOMES 


On July 1, 1951, there were 451 
licensed nursing homes operating 
in California with a total of 8,706 
beds. Although they are scattered 
throughout the state, the majority 
are in areas of concentrated popu- 
lation. 

Licensed nursing homes range in 
size from a few large ones to many 
small homes. Of all facilities, 43.7 
per cent have bed capacities of 10 
beds or less, but this percentage 
of* nursing homes represents only 
14.3 per cent of the total beds. 


Range in Bed Capacity, July 1, 1951 


Size of Number Total 
home of homes beds 
1,241 
11-25 beds 132 2,309 
26-50 beds _. 3,342 
51-100 beds 22 1,455 
Over 100 beds 7 2 359 

45! 8,706 


The first year of licensure, 1946, 
brought 462 nursing homes under 
the licensing act. One hundred 
seventy-nine nursing homes have 
discontinued operation in the past 
six years, and a comparable num- 


ber have opened as new facilities. 
Not many beds have been gained 
during the period, 

This category of hospital is 
characterized by its instability— 
records show that 122 of the exist- 
ing nursing homes have changed 
ownership at least once since initial 
licensure. Nursing homes which 
discontinued operation for the most 
part were substandard. 


PERSONNEL 


Of the 451 nursing homes li- 
censed in July 1951, more than 
half are operated by the “prac- 
tical” nurse. She is an individual 
who has had experience in the ac- 
tual care of patients and may have 
had formal training in some type 
of nursing. About one-fourth of the 
homes are operated by professional 
graduate nurses, who may or may 
not be registered in California. 

Six hundred and seventeen 
graduate nurses are employed on 
the staffs of 279 of the total 451 
homes. These graduate nurses are 
fairly well distributed throughout 
the institutions regardless of size, 
but in some of the smaller homes 
the graduate nurse-operator is not 
devoting her total working time to 
actual patient care. She may be 
operating the facility, cooking, 
cleaning, doing the laundry, or 
performing other tasks not ordi- 
narily done by the nurse in the 
larger facility. 

The practical nurses in all facili- 
ties total almost three times the 
number of graduate nurses. This 
ratio is not unexpected in view of 
the shortage of graduate nurses as 
well as the care being rendered. 


TYPE OF STRUCTURE 


Some nursing homes, particu- 
larly the smaller ones, are housed 
in the “family dwelling” type 
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building in which the operator 
lives, with only a few rooms desig- 
nated for patients. Some of the 
larger ones are the old-fashioned 
mansion type, and expansive in 
style, which have been converted 
and made to conform to nursing 
home needs as much as possible. 
A few are institutional in charac- 
ter, built originally as hospitals, 
orphanages, old folks homes, or 
nursing homes. It is encouraging to 
note that a few new nursing homes 
are being constructed in direct 
compliance with the requirements 
of the State Department of Public 
Health, the building codes and the 
state fire marshal. 


About one-half of the nursing 
homes are one-story structures. 
When a prospective operator selects 
a building he usually chooses a 
single story building because it is 
easier and less costly to make it 
conform to current fire safety 
standards. 

Multiple buildings for a nursing 
home are viewed with disfavor 
by the State Department of Public 
Health because of operational dif- 
ficulties usually encountered in 
Staffing, food service, heating, 
supervision and control. About 80 
homes in California are operating 
with this physical arrangement. 
The added buildings usually do not 
represent new construction but 
rather an adjoining building has 
been converted into additional pa- 
tient area. 


Only 30 to the 451 nursing homes 
are built of brick, concrete, cement 
block or other substance which 
can be considered fire resistive. 
Most facilities are of stucco or 
frame, or a combination of the two. 


FIRE SAFETY 


Fire safety cannot be over- 
emphasized, and the subject has 
played an important role in the 
California licensure program. After 
1946 all facilities seeking a license 
were required to have initial fire 
clearance from the state fire mar- 
shal. On July 1, 1951, all but 18 
nursing homes had been granted 
such clearance. These facilities are 
improving their fire safety, and 
eventually all nursing homes will 
be reasonably safe. That such a 
large percentage has fire clearance 
can be considered a real accom- 
plishment and a credit to the 
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agency responsible for fire safety 
in California. 


DEFICIENCIES 


In reviewing the progress made 
since the licensure program came 
into existence, major deficiencies 
still persist. Some nursing homes 
have been forced to discontinue 
because of inability to overcome 
the obstacles required for licensure. 
Others have made extensive altera- 
tions to meet the requirements. 
As a result, earlier problems are 
no longer of the same magnitude. 
The present deficiencies, while less 
major and not as directly related 
to safety and welfare of patients 
and personnel, do deserve consid- 
eration. 

Food service still presents a 
problem in some nursing homes. 
Substandard kitchen facilities often 
exist. Installation of additional 
equipment in some homes is neces- 
sary to attain an approved dish- 
washing technique. Refrigeration 
facilities are sometimes inadequate. 


Patient records are often incom- 
plete and inadequate. It is generally 
accepted that good patient records 
are essential tools in the adminis- 
tration of good patient care in any 
type of hospital facility. Concen- 
trated efforts are being exerted to 
assist nursing homes in bringing 
about an improvement of records. 
It is hoped that when nursing 
homes are able to meet minimum 
requirements regarding records, 
improved medical and nursing care 
will result. Deficiencies relating to 
medications, such as administration 
and safe storage, have, been and 
still are fairly common. 

In a few homes, inspections re- 
veal that more patients are being 
housed than the number allowed. 


Other homes are found to be caring 2 


for a type of patient for which they 
are not licensed. The most usual 
abuse of this regulation is the 
presence of mental patients, alco- 
holics or drug addicts. 
Maintenance can be considered 
poor in a few cases, but most facil- 


ities are in a state of good repair. 


Poor housekeeping, uncleanliness 
and unsanitary conditions are seen 
in a few institutions. 


Insufficient personnel evi- 
denced by apparent inadequacy of 
patient care in many facilities. 
While it is difficult to determine 


what constitutes an adequate staff, 
and while all facilities vary in 
their staffing patterns and staffing 
needs, there are centain criteria 
which are used to evaluate patient 
care. 

Most homes lack facilities for 
planned activities. Although many 
patients are up and about, there 
are limited opportunities for them 
to occupy their time and energies. 
Living rooms, solariums and 
lounges too often have been sacri- 
ficed to provide patient accom- 
modations. It is gratifying to note 
that more operators are realizing 
the importance of these facilities 
and are providing activities in the 
total patient care program of their 
nursing home. 


FUTURE POSSIBILITIES 


In California, as in other states 
where nursing homes are licensed, 
emphasis has been placed on safety, 
sanitation of environment and the 
provision of basic needs for ade- 
quate patient care. Little attempt 
has been made to gauge the quality 
of service rendered by the nursing 
home facilities. 

This study gives some indication 
of the direction in which future 
efforts should be exerted. It points 
out that, at present, the nursing 
home is meeting a need and pro- 
viding care and protection to a 
group of individuals who are not 
being cared for elsewhere. While 
the nursing home is certainly not 
the complete answer to the problem 
of caring for the aged sick person, 
it will continue to function and, to 
some extent, fulfill the needs of 
the chronically ill, usually aged, 
patient. 

Future activities of the licensing 
agency will be directed toward 
developing and improving the 
quality of service in nursing homes. 
Better service will not be ac- 
complished by establishing require- 
ments and inspecting for their 
fulfillment. It will come only with 
education, supervision and con- 
sultative and advisory services on 
the part of the licensing agency. 
It is hoped that the nursing home 
eventually will be staffed and 
equipped. to provide patients with 
the care and treatment, including 
mental and physical rehabilitation, 
which modern science advocates in 
this day of increased longevity. 
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The hospital should have a 
education for the medical st 


am of continuing 
graduate nurses, 


technicians, record librarians, trustees, patients 
and the general public. Here is how it can be done. 


Hospitals must educate! 


FREDERICK T. HILL, M.D. 


W\00 FEW HOSPITALS have given 
serious thought to their re- 
sponsibility in the field of educa- 
tion. This has been left largely to 
the so-called teaching hospitals 
with university connections. It is 
my sincere conviction that every 
well-run hospital, regardless of 
size or location, can and should 
consider an educational program 
as within its province. 

Education is something that 
should be undertaken if the insti- 
tution is to fulfill its mission in 
the highest sense. Unfortunately, 
there is a rather general feeling 
that such activities are quite im- 
possible for the average commu- 
nity hospital, that such programs 
require resources and skills avail- 
able only in the larger institutions. 

There is hardly a hospital, how- 
ever, that could not develop a pro- 
gram of education that would be 
of great benefit both to itself and 
its community. Such a program 
must be adapted to the resources 
of the hospital and the needs of 
the community. There need be no 
set pattern, nor should there be. 
But it should encompass as wide 
a field as possible. 

The hospital should have a pro- 
gram of continuing education in 
the hospital for the medical staff, 
the graduate nurses, the techni- 
cians, the record librarians, and, if 
possible, for all other personnel. 
This broad program would include 
trustees, who, in many instances, 


Dr. Hill is medical director of the Thaver 
Hospital, Waterville, Maine. This article 
was adapted from a paper presented at the 
annual mocting of e ne Hospital 
Association, Belgrade Lakes, June 1952. 
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could be more valuable to hospitals 
if they had a more intelligent un- 
derstanding of the hospital and its 
work and concentrated less on the 
financial report. The hospital also 
should have an educational pro- 
gram for its patients and for the 
general public. This seems a large 
order, but it can and should be 
done if hospitals are to function 
most effectively. 


The importance of continuing 
education for the professional 
groups in the hospital needs little 
elaboration. The value of a well- 
organized teaching program for the 
medical staff is recognized. Similar 
programs for the nursing staff, 
technicians, and record librarians 
could prove valuable, both for 
keeping these personne! abreast of 
recent developments in their re- 


MRS. ELIZABETH O. KOONS, instructor, 
Deaf Children's Clinic of Thayer Hospital, 
teaches one of her pupils to know sounds as 
part of the hospital's educational program. 


spective fields and for holding their 
interest in their work. It might 
also be a means of attracting de- 
sirable people into these depart- 
ments. Such programs could be 
both formal and informal. 

Some sort of orientation should 
be used to emphasize the com- 
plexity of the hospital structure 
and the inter-relations of each de- 
partment. This could include all 
personnel. When the maintenance 
department realizes that the sur- 
geon cannot do his work in the 
operating room if the lighting plant 
or the boilers are not functioning, 
the engineer is apt to take more 
pride in what he has to do in the 
hospital. Dignifying these jobs by 
telling just what part they all 
play in patient care should make 
for more interest and cooperation, 
admitting the risk of delusions of 
value and demands for higher re- 
muneration. 

The same holds true for the 
laundry, the dietary and the house- 
keeping departments. Better serv- 
ice means better patient care. This 
depends upon both interest and 
knowledge on the part of all those 
concerned. And knowledge leads 
the way to interest. Just as the 
education of the physician is never 
complete, so there is a necessity 
for the nursing-and technical staffs 
to keep abreast continually of 
newer developments and proce- 
dures. [Please turn page] 
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WEEKLY LECTURES by the hospital pathologist give medical record librarians a better in- 
sight and understanding of the terms they are working with. Above, Dr. |. |. Goodof, Thayer 
Hospital pathologist, explains some of the technical terms to record librarians and nurses. 


Refresher courses and institutes 
are valuable, but they come only 
at long intervals and usually can 
be attended by only a few of those 
who would benefit from them. 
These should not be depended upon 
for the teaching that rightly be- 
longs in the hospital. 

The hospital should have a 
teaching program for patients in 
matters of health. This should be 
a positive, preventive program, 
such as might enable them to avoid 
a repetition of their illnesses or the 
contracting of additional ones. The 
hospital, after all, is the ideal place 
to instruct the diabetic on how to 
live with his illness; to tell the 
hypertensive how to get along with 
his blood pressure, or the trauma- 
tic case how to manage with some 
irreversible handicap. The hospital 
also is the ideal place for the re- 
habilitation of the deafened child. 

A large part of any such program 
for patients, of course, must be 
individualized and often will be at 
the hands of the attending physi- 
cian, but if it is done in the hos- 
pital, utilizing the time required by 
the particular illness, much can be 
accomplished. Often the hospital 
must provide the stimulation for 
such a program. This has the de- 
cided advantage for the hospital in 
that the patients realize that the 
institution has a real interest in 
their future welfare. 
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Such a program should extend 
beyond the confines of the hospital. 
If the hospital is to live up to the 
concept that it is the health center 
of the community, it must assume 
the responsibility’ for the health 
education of the community. 

The hospital must be more than 
a repair shop, a service station, or 
a last stop before the morgue. It 
should be in a position to offer the 
public the knowledge and help 
which should enable them to live 
in health, to recognize early any 
deviation from the normal, and to 
know what to do about the devia- 
tions. Any insurance executive 
could tell you that this type of 
education pays good dividends. 
Such a program may help to keep 
the Blue Cross plans in operation 
at a cost within reach of the aver- 
age citizen. It might prove to be 
the salvation of our voluntary hos- 
pital system, not only through in- 
creased interest and support, but 
because in a large measure, it is 
the unrecognized, neglected case 
that puts the biggest strain on the 
resources of the hospital. 

Surely any hospital could offer 
such a program to its community. 
Again, there need be no set pat- 
tern. Obviously, it must be modi- 
fied according to the facilities and 
skills available and the needs to be 
met. The main idea is to offer 
health information, letting the 


people know what can be done by 
way of prevention. One has only to 
look at the outstanding work in 
education carried on by the Ameri- 
can Cancer Society and more re- 
cently by other organizations, such 
as the American Heart Association 
and the Arthritic Foundation. What 
could be more fitting than that 
such activities be tied into and 
centered in our hospitals? 

Development of an educational 
program is relatively easy; at least, 
that has been our experience at 
Thayer Hospital. For example, our 
“program for the medical staff 
started with weekly staff meetings 
confined largely to case reports 
from material in the hospital. 
While this plan generally has been 
continued, the inclusion of histo- 
pathology by means of micropro- 
jection of specimens, with discus- 
sion by the pathologist, has greatly 
enhanced the teaching value of 
these exercises. To this has been 
added staff conferences on all so- 
called problem cases and, more 
recently, a weekly film program, 
held separately from the staff 
meeting and open to the nursing 
staff as well as the medical staff. 
A schedule of teaching films, fur- 
nishing a broad coverage of the dif- 
ferent fields of medicine, is pre- 
pared and posted for at least two 
months in advance. 

Although we do not conduct a 
training schoo] for nurses, we have 
an inservice program for graduate 
nurses. Members of the medical 
staff give weekly lectures and con- 
duct conferences covering recent 
developments in the _ different 
fields. This is of especial value 
since many of our graduate nurses 
may have had little or no training 
in fields such as neurology, neuro- 
logical surgery, or even in such 
important subjects as the care of 
the tracheotomized patient. 

For the past year, our pathologist 
has devoted an hour each week to 
the medica] record librarians, giv- 
ing them a better insight and 
better understanding of the terms 
they are working with through 
lectures in pathology. This pro- 
gram is open to the nursing and 
technical personnel as well. 

We have become cognizant of 
the importance of teaching as a 
means of rehabilitation of patients, 

(Continued on page 147) 
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Polysal* 


A single solution to build electrolyte 
balance! Instead of unphysiological 
“physiological” saline, more and more 
doctors are specifying new Cutter Poly- 
sal because : 

1. Polysal prevents and corrects hy- 
popotassemia without danger of 
toxicity. 

2. Polysal corrects moderate acidosis 
without inducing alkalosis. 

3. Polysal replaces the electrolytes 
in extracellular fluid. 

4. Polysal induces copious secretion 
of urine and salt. 

Make sure you have stocks available . . . 
order Polysal now. 
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Saftitab* Stopper 


Safer because it’s solid yet with open- 
stopper convenience! Removable air 
and outlet tabs are integral parts of 
molded one-piece stopper. Jn addition, 
cap pressure forces base of tabs into ball 
sockets to form secondary safety seal 
(see left tab). 


For convenience, molded-in tabs are 
quickly removed with bandage scissors. 
Once tabs are removed, the Saftitab 
Stopper has through holes for easy in- 
sertion of I. V. set. 


Exclusive on all Cutter Saftiflask® So- 
lutions and Saftisystem* Blood Bottles. 


Safticlamp* 


Precision control of fluid flow with just 
one hand! This revolutionary new plas- 
tic clamp won't slip, break or cut the 
tubing. Easily adjusts as often as de- 
sired without loss of precision. 


Cuneo Safticlamp is built into every 
e 


Cu xpendable set at no extra cost; 
is whére it’s wanted, when it’s needed: 
saves valuable time. 

Another Cutter contribution to simpli- 


fied routine. Cutter Laboratories, Berke- 
ley, California. 
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Precautions and responsibilities 


in handling patient suicides 


CHARLES U. LETOURNEAU, M.D. 


VERY HOSPITAL administrator 

will experience the disturbing 
sequelae of a patient suicide at 
some time or other during his 
career, if he remains in the profes- 
sion long enough. The commonest 
type of hospital suicide is by jump- 
ing out of a window, but other 
forms, such as slashing of the 
throat or wrists, hanging or poison- 
ing are frequent enough to merit 
mention. The hospital suicide is a 
fertile source of litigation. The 
patient’s relatives seem to have a 
uniformly erroneous idea that the 
hospital should so have controlled 
the patient’s actions as to have pre- 
vented him from taking his own 
life. 

The inconsistency of this attitude 
is demonstrated, of course, by the 
loud protests that follow even the 
slightest limitations of patients 
which the hospital is often obliged 
to impose for the protection of 
other patients. Even minor restric- 
tions of visitors are often a cause 
of discord between the hospital 
and the relatives. Where the bal- 
ance should be struck between ab- 
solute restriction and absolute 
freedom of the patient’s actions is 
very difficult for the hospital ad- 
ministration to evaluate. It must 
be governed by the circumstances 
in each case. 

Although the number of deaths 
from this cause represents a very 
smal] fraction of one per cent of 
total deaths in hospitals during a 
year, the hue and cry that accom- 
panies a hospital suicide is often 
heard from coast to coast and 


Dr. Letourneau is secretary of the 
American H ital Association's Council 
on Professional Practice. 


where the suicide is a national 
figure repercussions may be heard 
around the world. The hospital 
where a suicide occurs will not be 
allowed to forget it for a long time. 
So it seems useful to review a few 
simple facts about patient suicide 
and to outline what precautions 
can be taken to prevent it. 


THE DUE AND REASONABLE 


The first rule to remember is that 
a hospital is only held to use due 
and reasonable precautions to pre- 
vent patients from killing them- 
selves. It cannot do the impossible. 
The hospital has not yet been or- 
ganized that can dispose of enough 
personnel and facilities to frustrate 
absolutely an attempted suicide by 
a determined patient. 

The due and reasonable precau- 
tions which a hospital must apply 
relate only to foreseeable and 
preventable harm. Foreseeable is 
interpreted to mean reasonably 
foreseeable, and not potentially 
foreseeable because every patient 
admitted to the hospital is poten- 
tially capable of suicide. Whether 
or not a suicide is reasonably fore- 
seeable again must be determined 
by the rules of probability. To 
determjne such probability with 
accuracy is impossible. A hospital 
is obliged to use the rule of thumb 
in determining which patients are 
probable suicides. 

Even probable suicides, however, 
must be given a reasonable amount 
of freedom if their condition is not 
to be aggravated. Psychiatrists tell 
us that neuropsychiatric and early 
psychotic patients can best be 
treated by admission to a general 
hospital and by therapy in sur- 


roundings devoid of bars and other 
obvious restrictions. Treatment of 
mental disease in the early stages 
is said to be better in general hos- 
pitals because it removes the stig- 
ma of insanity and assures better 
cooperation from the patient. Fam- 
ilies are notoriously reluctant to 
commit a beloved member to a 
mental institution until he becomes 
a definite menace to himself or to 
others. By that time it is too late 
for adequate treatment. 

This relatively recent trend of 
treating psychiatric patients in 
general hospitals has materially 
increased the risk of patient suicide 
but the risk is said to be more than 
offset by the benefits which result 
from such early treatment. In addi- 
tion to the normal complement of 
potential suicides among general 
hospital patients, there is now 
added a group of patients whose 
propensity towards suicide is much 
greater than that of the average 
general hospital patient. 

All kinds of reasons have been 
given as causes for suicide. Dis- 
appointment, jealousy, revenge, 
grief, physica] illness, financial 
losses, guilt and mental depressions 


have been mentioned as reasons, 


but these are not the concern of 
hospital administration. Etiological 
causes are matters for psychiatrists 
to determine. It cannot be pre- 
sumed, however, that every suicide 
is evidence of mental derangement. 
The frequent coroner’s verdict of 
“suicide while of unsound mind” 
is regarded as a charitable gesture 
to give to the deceased the benefit 
of doubt where the true cause of 
suicide cannot be determined with 
any degree of certainty. 


CLASSIFICATIONS 


It is more than of academic im- 
portance to classify suicide because 
the legal consequences may differ 
according to classification. Reli- 
gious sanctions are also conditional 
upon the type of suicide. In most 
jurisdictions, suicide with delib- 
erate intent is a crime that is 
punishable by penalties exacted 
against the estate of the deceased. 
At common law, a suicide with in- 
tent is a felo-de-se and is regarded 
as criminal. In Quebec, the estate 
may not collect insurance upon the 
life of an intentional suicide. In the 
Catholic church, the deliberate 
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ee ] ARMSTRONG X-4 (Nursery Type) INCUBATOR 


The original Armstrong baby incubator designed for 

safety, reliability, simplicity of operation, low operating 
cost and low initial cost. Experienced-perfected and hospital 
proven throughout the world. The X-4 was the 

first Baby Incubator ever to be tested and approved by 
Underwriters’ Laboratories and is still the low-cost 

Baby Incubator of choice for general nursery use. 


ARMSTRONG X-P (Explosion-proof) INCUBATOR 


The FIRST explosion-proof baby incubator ever built 
and the FIRST to be tested and approved by Underwriters’ 
Laboratories for use wherever explosive anesthetic gases 
create a hazardous atmosphere. SAFE in the delivery room. 
SAFE in the surgery. SAFE for aseptic transportation of 
infants from delivery room to nursery. 3 


3 ARMSTRONG HAND-HOLE (De Luxe Model) INCUBATOR 
Truly a de luxe baby incubator but designed to sell for about 


one-half the cost of other high-priced, hand-hole incubators. Thick, 
steel-reinforced, transparent Lucite sides. Safety glass top. No 
distortion. Each equipped with new, simple nebulizer at no extra 
cost. 4 hand-holes, and a large opening for administering 
parenteral fluids. Oxygen control provides BOTH high and 
low concentrations. A bigger incubator for the larger term 
baby and for the critically small premature. 

- 


Write for complete details on any or all 
of these 3 Armstrong Baby Incubators. 


THE GORDON ARMSTRONG COMPANY, INC. 
Division LL-1 Bulkley Building, Cleveland 15, Ohio 


Distributed in Canada by Ingram & Bell, Ltd. 
Toronto Montreal Winnipeg + Calgary + Vancouver 


JANUARY 1953, VOL. 27 8| 


rs 
t Baby Incubato 
3 Grea 
N 
| 
& 
2 
og 
BACK OF evepy 
ARMSTRONG 
INCUBATOR IS Over 
7 000 INCUBATORs: 
PRICE TO voy Or 
ARMSTRONG 
INCUBATORS 
MAS Been INCREASED 
THay 4%. 
| 


suicide may not be buried in conse- 
crated ground. It is thus the factor 
of intent that separates the true 
suicide from other self-killings 
which can be regarded more or less 
as unintentional. 

Among these so-called uninten- 
tional suicides, there is one type 
that deserves special mention since 
it may be considered as a border- 
line case. It may present all the 
evidence of an intentional suicide 
but in fact is not so. Yost* calls it 
a “suicidal gesture.” For motives 
of attracting attention or sym- 
pathy, or for securing revenge, 
such patients often make dramatic 
attempts at suicide, taking a calcu- 
lated risk that they will not be 
successful. The actor usually pre- 
pares his mis-en-scene by planting 
an elaborate note in a prominent 
place which explains why life is 
no longer worth living. He then 
proceeds to take a mouthful of 
some sickening but otherwise 
harmless compound, to swallow a 
large (but not too large) dose of 
sleeping tablets, to slash his wrists 
(but not too deeply) with a razor, 
or to go through the motions of 
strangling himself by means of 
various articles. 

Unfortunately this play-acting is 
sometimes successful. In one actual 
instance a patient leaped from a 
third story window intending to 
land in a large snowdrift which 
concealed a low spiked fence. He 
became impaled upon one of the 
spikes which severed an internal 
artery and caused death through 
hemorrhage. He expired within a 
matter of minutes. Before he died, 
he managed to confess that he had 
not intended to take his own life, 
but merely to stir up a commotion 
that would impress his lady friend 
with whom he had quarreled vio- 
lently some days before. He had 
not known about the iron fence 
under the snowdrift. Such spurious 
attempts, accidentally successful, 
often pass for true suicides. 

It is a mistaken belief that per- 
sons who talk a great deal about 
committing suicide never actually 
do so. In one previously unrecorded 
case, a difficult patient on an ortho- 
pedic service had acquired the 


*Source material: “Basic Facts Con- 
cerning Suicide” by Orin Ross Yost, M.D.; 
The Journal of the South Carolina Medi- 
eee, April 1952, Vol. 48, No. 4, 
Pp. . 


annoying habit of threatening to 
kill himself whenever he wanted 
attention. At first, this dodge was 
successful and would get him the 
attention that he desired. Psychia- 
trists were called repeatedly to ex- 
amine him, but reported in each 
instance that the patient was not 
sufficiently disturbed to be com- 
mitted to a mental institution and 
that he was in full possession of 
his mental faculties. After a while 
his threats were ignored. 

He was hospitalized several 
times for the same orthopedic con- 
dition over a period of five years 
and became notorious for his idio- 
syncrasy. On his last admission, 
despite the assurance of the psy- 
chiatrists that he was perfectly 
sane, an orderly was assigned to 
keep an eye on him. He was also 
accommodated in a room with 
locked windows made of shatter- 
proof glass, especially designed for 
disturbed patients. He was given 
full bathroom privileges, but in 
each instance was accompanied by 
the orderly. 

On one such excursion, the pa- 
tient, with leg wrapped in a heavy 
plaster cast, managed to climb to 
the top section of the bathroom 
window, squeeze himself through 
a narrow aperture and to jump six 
stories to a cement walk where he 
was killed instantly. All this 
occurred within the space of two or 
three minutes while his orderly 
was assisting another patient who 
had collapsed on the bathroom 
floor. The verdict of “death through 
misadventure while temporarily 
insane” was returned by the cor- 
oner. 


VIOLATING RULES 


Another type of self-destruction 
that may be encountered in the 
hospital is one where a patient de- 
liberately violates a hospital rule 
which results in his death. It is 
reported that a fatally ill but 
rational patient was treated in an 
oxygen tent in a room especially 
set aside for oxygen therapy. The 
room was under the supervision of 
a night orderly. It was a standard 
routine to search all patients for 
matches and cigarettes before ad- 
mission to the oxygen therapy 
room and this had been done. At 
3 A.M., the orderly was called to 
assist with an emergency in a room 


across the hall. He had been absent 
about two minutes when the ex- 
plosion occurred. The fire was ex- 
tinguished but the patient was 
burned fatally and died about 12 
hours later. Investigation revealed 
the charred remains of a pack of 
cigarettes and a book of safety 
matches. The patient recovered 
sufficiently to admit that he at- 
tempted to light a cigarette but the 
intent to cause the explosion was 
never established. It was known, 
however, that the patient had 
spoken of killing himself. 


THE MENTALLY DERANGED 


The commonest group of poten- 
tial suicides that is encountered in 
hospitals, however, is composed of 
those patients who are mentally 
deranged, either temporarily or 
permanently. Under the heading of 
temporary mental derangement 
comes those patients whose irra- 
tionality is the by-product of 
another illness that is under trcat- 
ment. It is well known that 
patients with high fevers often 
become delirious and have to be 
watched carefully to see that they 
do no harm to themselves or to 
others. In most hospitals, this prob- 
lem is simply resolved by assign- 
ing a special nurse or a special 
orderly since such patients require, 
in addition to protection, almost 
constant nursing care to tide them 
over the acute stages of their ill- 
ness. With the development of 
better public health measures, pa- 
tients with such high fevers are 
seen less frequently than hereto- 
fore. The deli#ium of typhoid fever 
used to be a classic example of 
temporary insanity. 

Certain infections or affections 
of the central nervous system also 
cause irrationality to a greater or 
lesser extent which may be only 
temporary. The early paretic, the 
cerebral arteriosclerotic, and the 
patient suffering from a tumor of 
the brain may fall into the category 
of those who suffer temporary 
lapses of insanity. During such 
periods they may contrive to kill 
themselves. 

Certain forms of intoxication 
may also bring about suicidal ten- 
dencies. Barbiturate addiction 
often causes a forgetfulness which 
leads to a form of automatism 
where the addict forgets that he 


HOSPITALS 


d 


new high potency penicillin preparations 
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600,000 units per 1.2 cc. in aqueous suspension ready to inject. Stable for 
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hydrostreptomycin Sulfate, for Aqueous 
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differs from Dicrysticin in that it contains 
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pension. Stable for 1 year if stored below 
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10 cc.). 
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has taken a dose of the tablets. In 
a semi-stuporous state of insom- 
nia he reaches for another dose and 
yet another, repeating this at fre- 
quent intervals during the night. 
This automatism often leads to 
fatal poisoning. Poisoning by lead 
and other metals, as well as certain 
organic compounds, may also lead 
to violent, suicidal irrationality. 
Post-alcoholic depression may pre- 
dispose to suicide, and the poten- 
tial suicidal tendencies of the neu- 
rotic addict are well known. 

Suicidal tendencies often accom- 
pany hormonal disturbances. The 
best known examples are the de- 
pressions that accompany the 
menopause or change of life. Not 
uncommonly, too, severe depres- 
sions may accompany a compli- 
cated pregnancy. Depressions ac- 
companying disturbances of other 
endocrine glands are rare, but do 
occur. 

The above examples show that 
suicidal tendencies may result from 
organic diseases of the type that 
are generally admitted to general 
hospitals. Probabilities of suicide 
in such organic diseases are very 
low, but are to some extent fore- 
seeable. 


TYPES OF DISEASE 


Psychiatrists customarily divide 
mental disease into two _ types. 
There are those mental illnesses 
which are called “neuropsychiat- 
ric’ where the patient retains the 
power of judgment between 
right and wrong. When diagnosed 
correctly, such patients can be 
treated in general hospitals with 
some degree of safety. Neverthe- 
less, there is a possibility of suicide 
which, though not very great, must 


be foreseen and guarded against. 


The second type is the frank “‘psy- 
chotic’” patient who has lost the 
power of judgment between right 
and wrong and must be cared for 
under ‘the most rigid form of re- 
striction. Psychotic patients belong 
in mental institutions designed to 
provide proper protection but there 
are occasions when it is necessary 
to admit a true psychotic patient 
to a general! hospital for the treat- 
ment of organic disease. 

The early recognition of suicidal 
tendencies ‘in a hospital patient is 
the key to prevention of suicide. In 
every case, the attending physician 
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has a duty to warn the hospital of 
any suicidal tendency in the pa- 
tient. Where such tendencies are 
suspected by members of the 
hospital staff, an immediate con- 
sultation with a qualified psychi- 
atrist is indicated. The purpose of 
this consultation is to indicate 
to the hospital administration 
whether or not special measures 
are required to care for the patient. 
In the absence of a qualified psy- 
chiatrist, two physicians should be 
requested to give their opinions of 
the patient’s mental condition so 
that proper measures may be taken 
to safeguard other patients and to 


protect the patient from his own 


tendencies. 

Having established a dangerous 
mental condition, the hospital ad- 
ministration is then duty bound to 
take adequate precautions to pre- 
vent suicide and to initiate treat- 
ment directed towards the mental 
condition. If the hospital is 
equipped to treat mental patients, 
immediate transfer to the psychi- 
atric section and psychiatric care 
of the patient should be instituted. 
If the hospital is not equipped to 
care for mental patients, temporary 
measures should be undertaken 
and arrangements made to transfer 
the patient to a mental institution. 
In arranging for such transfers, 
certain legal requirements must be 
complied with and these are var- 
iable with counties and states. 
Every hospital administrator 
should know them almost by heart. 

The burden of making the deci- 
sion as to whether a patient is sui- 
cidally dangerous or not rests upon 
the psychiatrist. In his absence it 
falls upon the medical staff of the 
hospital. This is a field which can- 
not and, indeed, should not be 
usurped by the hospital adminis- 
tration. The duty to take due and 
reasonable care has been fulfilled 
when a medical opinion has been 
given that the patient is mentally 
sound and unlikely to attempt sui- 
cide. 

Where the medical report states 
that a patient is not mentally reli- 
able and is a potential suicide, it 
should indicate what precautions 
are to be taken to keep the patient 
under adequate supervision. When 
these precautions have been 
recommended, the hospital admin- 
istration then has a duty to carry 


them out for the safety of the 
patient. Having carried out the 
recommended precautions to the 
best of its ability, the hospital has 
then fulfilled the duty of due and 
reasonable care. 

Most hospital suicides are un- 
foreseen. They usually occur when 
the psychiatrist has either not been 
consulted or has declared errone- 
ously that the patient was mental- 
ly sound. In some rare instances, 
suicides have occurred through 
lapses in diligence of the hospital 
staff sometimes amounting to neg- 
ligence. 

Despite the most elaborate pre- 
cautions, however, there are some 
types of patients who, intent upon 
suicide to the exclusion of every- 
thing else, will resort to some of 
the most ingenious devices to 
achieve their ends. In such cases, 
the patient will probably succeed 
sooner or later. For although the 
law demands protection from fore- 
seeable and preventable harm, they 
can be prevented only by the use 
of reasonable means. Psychiatric 
authorities stress the fact that it is 
impossible to restrict completely 
every person about whom a sus- 
picion of suicide is entertained. 
Such restriction is said to be un- 
wise in any case as it then renders 
impossible the maximum treatment 
that is due to the patient. Some 
psychiatrists frankly admit that 
with modern psychiatric treatment 
a few suicides are to be expected 
in the unsuccessful cases. 

With the patient who is intent 
upon self-destruction, it becomes 
a battle of wits between him and 
those who are charged with frus- 
trating his self-destruction. Farrar 
reports an instance where a patient 
asked the nurse to bring a glass of 
water from the adjoining bath- 
room. “Please let it run cold,” he 
said. While the water was running 
cold, whatever time that may have 
been, the patient strangled himself 


with a suspender strap fixed to the 


bedpost by simply rolling out of 
bed. 

What to do in the case of an 
attempted suicide? Obviously, the 
first thing to do is to prevent the 
patient from dying, if possible. It 
seems unnecessary to say this, yet 
one instance did occur where the 
fear of disturbing material evi- 
dence discouraged an orderly from 
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cutting down a patient who had 
hanged himself from the hook of 
a clothes closet. The orderly testi- 
fied that the patient was warm 
when he found him in this position. 
After emergency and first aid 
measures have been applied a phy- 
sician should be summoned as soon 
as possible. Only a licensed doctor 
may pronounce death. 7 

The steps following the pro- 
nouncement of death by a licensed 
physician vary according to the 
jurisdiction in which the patient 
dies. The laws of some jurisdictions 
require that the police be notified 
in every case. Where such laws 
exist, the utmost in cooperation 
should be given to the police 
authorities and material evidence 
should be disturbed as little as pos- 
sible. Following his investigation, 
the police officer will give direc- 
tions for disposal of the body, usu- 
ally by transfer to the local 
morgue. 

In other jurisdictions, the coro- 
ner is the person to be notified. In 
almost every instance the coroner 
will require that the body be re- 
moved to the local morgue for 
autopsy, but may direct that an 
autopsy be performed on the hospi- 
tal premises to establish the cause 
of death. Instructions may be modi- 
fied by circumstances. Every assis- 
tance should be given to the cor- 
oner in holding his inquest and in 
arriving at a suitable verdict. As a 
rule, coroners and police officers 
are anxious to save embarrassment 
to the hospital and can give much 
valuable advice which should be 
followed. Under no circumstances 
should the body be released to the 
undertaker without permission of 
the coroner. Failure to observe this 
simple rule has brought unhappi- 
ness to more than one hospital ad- 
minstrator. 


THE SECRECY HAZARD 


Under no circumstances should 
any attempt be made to cover up 
a suicide or an accidental death 
for the purposes of avoiding pub- 
licity. Aside from its illegality, 
such a course must inevitably lead 
to disaster. The circumstances sur- 
rounding the incident are sure to 
lead to disaster. The circumstances 
surrounding the incident are sure 
to leak out and the person respon- 
sible may face a criminal charge 


for deliberate frustration of justice. 
The temptation to cover up the in- 
cident may be strong, especially 
when the relatives of the deceased 
bring pressure to bear. They argue 
that the patient is dead, that 
nothing that anyone can do will 
revive him, that they are satisfied 
that the hospital was not responsi- 
ble (and may even be willing to 
sign a statement to that effect), 
that the publicity will ruin them 
socially, and many other reasons 
that must be quite familiar to ex- 
perienced hospital administrators. 
In one case, a bribe was actually 
offered to a hospital administrator 
if he would release the body and 
say no more about it. The hospi- 
tal administrator should not be 
swayed one iota from his duty by 
such pleas. 

The next of kin should, of course, 
be summoned to the hospital as 
soon as possible. They should be 
interviewed jointly by the attend- 
ing physician and by the adminis- 
trator, no matter what the time of 
day or night. Failure of the ad- 
ministrator to be present at the 
interview with the next of kin has 
been costly to some hospitals in the 
past. The news should not be given 
to the relatives over the telephone. 
It should be broken as gently as 
possible at an interview conducted 
privately in the administrator’s 
office or in some other suitable 
location. 

The administrator should merely 
relate what happened as factually 
as he can, and state that the coro- 
ner is conducting an investigation 
into the cause of death. Positive 
statements should be _ avoided. 
Comments about the patient’s 
motives or opinions as to blame 
should remain unuttered. The at- 
tending physician may comment to 
the next of kin about the patient's 
physical or mental condition, but 
should also refrain from making 
remarks about cause or responsi- 
bility for the incident. 

The shock of receiving the news 
of the patient’s death is unsettling 
and may occasion an emotional re- 
action on the part of the relatives. 
It is advisable to be prepared in 
advance for emotional outbursts. 
Where female relatives are in- 
volved it is wise to have a mature 
nurse available. When emotional 
tension develops it is fruitless to 


carry on discussion any further. 
Even if the relatives wish to dis- 
cuss the case, the administrator 
should suggest postponement of 
discussion to some future time, 
preferably after the coroner has 
rendered his verdict. 

Whenever a suicide has occurred 
on the hospital premises, the hos- 
pital’s attorney should also be 
notified at once so that he may 
conduct his own investigation 
while the incident is still fresh in 
everyone’s mind. It may involve 
some expense in attorney’s fees, 
but these are inconsequential com- 
pared to the potential liability of 
the hospital in such instances. If 
the hospital is insured, the insur- 
ance company should also be ad- 
vised as soon as possible. Pertinent 
details should be given and per- 
sonnel should be made available 
for interrogation. Facilities should 
be placed at the disposal of the in- 
surance investigators. Cooperation 
of this kind helps to reduce insur- 
ance premiums. 


NEWSPAPER REPORTS 


Inevitably, the newspapers will 
be interested. The more prominent 
the deceased, the bigger the news 
item. It should be a major rule in 
the hospital that the administrator 
act as spokesman for the hospital 
in these instances. Adherence to 
the press relations code will stand © 
the administrator in good stead. 
Newspapers have a duty to keep 
the public informed and it goes 
without saying that the hospital 
should cooperate with newspapers 
to the extent that the law and the 
code of ethics permit. Since a hos- 
pital suicide case is one of public 
interest, however, the information 
on the case is public property. 

Reporters should be referred to 
the police or to the coroner who 
will then divulge such information 
as they are permitted to do under 
the circumstances. The extent to 
which publicity is given to the 
incident in the newspapers de- 
pends in large measure upon the 
past relations between the hospital 
and the newspapers. Under no cir- 
cumstances should interviews be 
given to the newspapers by hospi- 
tal persornel until the coroner’s 
verdict has been rendered. News- 
papers are aware of the rules of the 
game, but occasionally some inex- - 
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perienced reporter may be over- 
zealous in attempting to get a good 
story to which he is not entitled. 
Newspaper reporters should be 
dealt with courteously, but with 
firmness. 


Although it is a good thing to 
know what to do in the event of 
a suicide in the hospital, it is much 
more desirable to prevent the oc- 
currence if it is at all possible. Not 
every suicide is foreseeable. Even 
among those that are foreseeable, 
not every suicide is preventable. 
Initially, a decision must be made 
by the attending physician or the 
psychiatrist as to whether or not 
the patient is potentially suicidal. 
If the patient is not, no special 
precautions are necessary. If the 
patient is potentially suicidal, the 
decision must be made as to 
whether he is possibly or probably 
suicidal. Where there is some prob- 
ability of suicide, the attending 
physician has a clear duty to notify 
the hospital administration of this 
fact. Except in cases of emergen- 
cies, the hospital authorities then 
make the decision as to whether or 
not to admit the patient. If facili- 
ties for treating such a patient are 
inadequate, the patient should be 
refused admission. 

Even in the presence of inade- 
quate facilities, extenuating cir- 
cumstances are frequently pleaded 
by the attending physician and by 
the relatives. In such cases, there 
should be a clear understanding 
between the hospital authorities 
and the relatives in the presence 
of a witness that the patient is be- 
ing admitted under protest and that 
the hospital will only do its best 
with limited facilities available. 
This tends to limit the liability of 
the hospital in the event of an ac- 
cident. 

Where facilities for the care of 
neuropsychiatric patients exist, ad- 
mission for potential suicides 
should be made to the psychiatric 


section. Where the suicidal tend- 


encies are due to organic causes, 
the patient may be admitted to the 
proper service, but must be isolated 
under special supervision. 

The degree of supervision that is 
required should be stated in writ- 
ing by the attending physician or 
by the psychiatrist when the pa- 


tient is admitted or when a change 
in his condition is noiiced. A useful 
routine for potential suicides that 
is in use in some mental institu- 
tions and in psychiatric services of 
general hospitals is as follows: 

1. Undress and search the pa- 
tient on admission. Take away 
from him any sharp instruments 
such as scissors, knives, needles 
and the like. Drugs should also be 
recovered from him. 

2. Reduce clothing to the min- 
imum and remove from the patient 
any articles that can be trans- 


‘ formed into bonds, such as sus- 


penders, lacings, belts, soft collars, 
neckties, stockings: or handker- 
chiefs. 


3. Inspect the patient carefully - 


after each visit by a relative. 

4. Place the patient in bed under 
constant watch by a nurse or an 
orderly. He should be allowed to 
rise only to go to the toilet. 

5. Serve all the patient’s meals 
in bed. Meat should be cut in ad- 
vance and bones removed. The 
only eating utensil should be a 
spoon with rounded edges. The 
food container should be of un- 
breakable plastic or of disposable 


Medical notes 


Service of interns 


The recent attempt to match 
6,500 interns with 10,500 approved 
internships resulted, as was ex- 
pected, in disappointment for a 
substantial number of hospitals 
who received much less than their 
expected quota. Some of the dis- 
appointed hospitals reacted by 
complaining of the matching sys- 
tem, or by advocating a reduction 
in the number of total internships 
available. Other hospitals, equally 
hard hit, reviewed the duties of 
their interns and came up with 
some very interesting solutions. 

Among other things, one large 
eastern hospital recognized the fact 
that intravenous therapy adminis- 
tration and the securing of speci- 
mens for clinical laboratory deter- 


cardboard to prevent its being 
broken and used for its sharp 
edges. 

6. Treat hunger strikes by nasal 
feeding. 

7. Administer drugs hypoder- 
mically. No opportunity is thus 
afforded to save tablets until a 
poisonous dose is obtained. 

8. Take temperatures rectally to 
avoid breaking and swallowing the 
thermometer. 

9. If violence occurs, adequate 
restraints should be placed upon 
the patient. 

The potential suicide is a normal 
hazard of hospital administration. 
The most elaborately conceived 
precautions can be defeated by a 
patient who is bent upon destroy- 
ing himself. Whether the psychi- 
atric unit is placed on the ground 
floor or on the top floor of the hos- 
pital is a minor consideration, since 
there are many ways of commit- 
ting suicide without jumping out 
of a window. It is doubtful that 
possible suicides can ever be era- 
dicated completely but by observ- 
ing reasonable precautions hospi- 
tals can reduce the already low 
incidence of suicide to a minimum. 


and comment 


mination are chores of a technical 
nature. By substituting techni- 
cians to do the work formerly done 
by interns, this hospital is still able 
to give 24-hour coverage of serv- 
ices to patients. 

History taking, long recognized 
as one of the chores done by in- 
terns, has also been eliminated 
from the intern’s work where pri- 
vate patients are concerned. In- 
terns are now assigned to staff 
service only. Histories and physical 
examinations on private patients 
are now completed by the private 
physician. Without criticizing hos- 
pitals’ evaluation of their own 
intern needs, it is nevertheless re- 
markable how much can be done 
without interns, without sacrific- 
ing service to the patient. 
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Each fluidounce contains: 

in an aromatized and carminative 
vehicle 

Available in bottles of 10 oz. and 
1 gallon 


Tae Ursoun Company, Katamazoo, Micmican 
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eee equipment planning and contract service 


10S ANGELES 
11 50 So. Flower St. 
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Assures you systematic cooperation from the beginning 


with sustained service following completion 


Aloe Hospital Equipment Layout and Planning Service was 
established because of the critical need for relieving hospital 
planners of time-consuming details incident to equipment 
selection. This service is available to architects, engineers, 
hospital consultants; and administrators. 


To the Architect or Engineer: We provide layout assistance 
and technical information concerning fixed equipment ex- 
clusively related to hospital and laboratories; i.e., cabinets 
and casework; sterilizers, operating lights, etc. 


To the Hospital Administrator, Board, Architect or Con- 
sultant: We will assist you in preparing cost estimates and 
selection of both fixed and non-fixed equipment—including 
preparation of suggested lists, suggested color schemes, and 
final selection of technical equipment. 


To the Owner: We provide you with a comprehensive equip- 
ment procurement service, including our Customer's Order 
Control Record, which enables you to maintain a constant 
check on the status of your order. Shipments arrive at your 
hospital plainly marked with item numbers, hospital room 
number and department designation. Trained representatives 
make quarterly inspections of your equipment and make 
routine calls for sustained post-completion service. 


A Pian: Your contractor requires a plan to construct the 
building. Hospitals have learned by bitter experience that a 
plan for the purchase of equipment is equally important. 
Pressed for time, and harried by endless details concerned 
with building construction and finance, many hospital plan- 
ners have wisely turned to Aloe Purchase and Service Plan 
for experienced counsel and direct assistance in equipment 
planning, and selection. 


Brochure Free: We have prepared 
an illustrated brochure which sets 
forth in clear, simple details our 
Plan for equipment selection, plan- 
ning and purchase. This brochure 
will be sent to you on request. 
Address your inquiry to Contract 
Division, A. S. Aloe Company, St. 
Louis 3,. Missouri. 


Ge Se aloe company AND SUPSIDIARIES * 1831 Olive Street * St. Lovis 3, Missour! 


SAN FRANCISCO 
500 Howord St. 


Ew 


425 


ORLEANS 
Tulane Ave. 


MINNEAPOLIS « KANSAS CITY « ATLANTA «© WASHINGTON, D. C. 
1501 Fourteenth St. N.W. 


927 Portiand Ave. 4128 Broadway 492 Peochtree St., N.E. 
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Major considerations in buying 


all labor-saving supplies 


ROBERT G. BOYD, F.A.C.H.A. 


N PURCHASING labor-saving sup- 
| plies for a hospital, the initial 
cost is not of great importance, but 
the quality and suitability are the 
economic factors to be given first 
consideration since they can have 
more effect on the cost of using the 
product through labor saving. 

Dewey H. Palmer, research di- 
rector of the Hospital Bureau of 
Standards, observed that neither 
the highest quality nor the highest 
price is the answer to quality pur- 
chasing to save labor. He felt it 
was best to buy the lowest priced 
acceptable quality. Mr. Palmer and 
I discussed the following three 
general ways of achieving savings 
of labor in the purchase of sup- 
plies: 

1. Reduce the number of items 
being purchased and stocked. Sub- 
stantial savings are readily ap- 
parent in terms of labor saved for 
purchasing, stockroom and receiv- 
ing personnel. This objective can 
best be accomplished through a 
standards committee. 

2. Buy the quality required for 
the end use. Pertinent questions 
under this heading are: 

a. Will it wear out too soon? If 
so, extra time of personnel will be 
required to mend the items to say 
nothing of the additional time 
needed in many instances in using 
the supply. Linens of inadequate 
quality will spend far too much 
time in the sewing rooms, and low 
quality safety, common and “T” 
pins will quickly become blunt 
and be difficult to use. 


Mr. Boyd is director, the Morristown 
Memorial Hospital, Morristown, N. J. He 
resented this discussion at the American 
Association's annual convention 
in Philadelphia, September 18, 1952. 
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b. Will it become harmful to 
personnel? The tip of a “T” pin 
may, if not of the right quality, 
break off and the stem may pierce 
the hand of a nurse. 

c. Does it have to be re-ordered 
too quickly? Linens of inadequate 
quality will unduly impose on the 
re-supply operations of purchas- 
ing, stockroom and receiving per- 
sonnel. 

d. Does it require a minimum 
time of personnel in using and 
handling? Paper plates are an ex- 
ample of this. They are also one 
of the pitfalls as, in deciding 
whether or not to substitute them 
for plastic or china dishes, we 
must ask ourselves whether they 
fit into our local situation. Will the 
patients like them.or object to 
them even to the point of wasting 
food because they decline to eat 
on them? 

Another general question that 
arises is whether the particular 
item under consideration is suf- 
ficiently proved to warrant the 
“calculated risk” of making a 
large and irrevocable expenditure. 
Afier the flooring material had 
been specified and included in the 
contract for our new hospital, 
which was just opened, we gave a 
great deal of consideration to a 
new vinyl tile which “does not 
have to be waxed, maintains a 
good sheen without polishing, has 
excellent non-slip properties, is 
more resistant to the deteriorating 
effects of sunlight, oils, greases 
and cleaning compounds than are 
asphalt, rubber and linoleum 
tiles.” One hospital estimated tha: 
this flooring would save $500 a 
year in upkeep costs in an area of 
8,000 square feet. At the price of 


45 cents per square foot, it would 
have cost us $45,000 just for the 
material. We reluctantly decided 
that the product was not sufficient- 
ly proved to warrant the expense 
of the material plus the substantial 
additional costs of a change order. 

3. Substitute volunteer help for 
paid work. This is the third means 
of discovering and utilizing labor- 
saving supplies as developed in the 
discussion with Mr. Palmer. I can- 
not help feeling that this has 
numerous possibilities yet undis- 
covered. As an example of what 
might be done, I would cite flannel 
pads for bassinets now being made 
by volunteers in our hospital. 
These pads are placed on top of a 
sheet of waxed paper in the bas- 
sinets. We find the flannel pads 
are much more easily handled in 
the laundry than the quilted pads 
previously used. 

It obviously would be imprac- 
tical to attempt to cover every- 
thing in suggesting specific labor- 
saving supplies, but-now that we 
have explored the field in a general 
way, I would submit the following 
concrete examples: 

1. Thermometers. Did you ever 
see a nurse rub lipstick on the 
scale of a thermometer as a substi- 
tute for the lost pigment? I haven't, 
but I hear that this has been 
known to happen. How much time 
do you suppose nurses lose in try- 
ing to read thermometers from 
which the pigment has worn 
away? These lost nurse-hours may 
run into a sizeable figure, to say 
nothing of the wear and tear on 
the nurse in terms of eye strain 
and exasperation. All of this may 
be remedied through a proposed 
change in the commercial standard 
for the pigment from withstanding 
one hour in a 5 per cent phenol 
solution to adequate resistance to 
14 days in a soap solution. 

2. Disposable underpads for in- 
continent and maternity patients. 
A typical pad is 18 by 14 inches, 
has nine absorbent cellulose sheets, 
sealed waterproof edges and a 
plastic sheet on the bottom. 

3. Cellophane tape for sterile 
packs. In our hospital we find that 
the personnel in the central sterile 
supply room save time by using 
scotch tape, instead of safety pins, 
to hold the smaller packs together 
for autoclaving. We have not yet 


91 


PURCHASING 


found a tape that will hold the 
larger packs together satisfactorily. 

4. Forms. Are we using too 
many different types of forms? Is 
each of our forms fully adequate? 
The advantages of using multiple 
forms has been increasingly shown 
in recent years—especially in the 
admitting and purchasing offices. 
How about a coded requisition 
form from which postings to the 
perpetual inventory cards can be 
made much more quickly and 
easily? (This is described in an 
article entitled “Control of Sup- 
plies in a Small Hospital,” pub- 
lished in the May 1939 issue of 
HOSPITALS. ) 

5. Paper instead of muslin for 
wrapping supplies for autoclaving. 
We have found that a good kraft 
paper is the most satisfactory for 
this purpose. It can be re-used 
numerous times. - 

6. dccosvaimtad pads for burn 
dressings. Instead of using 10 or 15 
small dressings, we can now use 
one large dressing, which can often 
be left on the burn for as long as 
10 days. 

7. Colored bands for surgical 
gloves to show the sizes. Why 
wasn’t this done years ago? It 
saves endless time in determining 
glove sizes. 

8. Soaps. Do the soaps that we 
use do the job expected of them 
with the greatest ease, in the 
shortest possible time and without 
undue deterioration of the sur- 
faces to which their solution is 
applied? A great advance has been 
the development of hexachloro- 
phene soaps which have reduced 
the scrubbing time for operating 
personnel by about 70 per cent and 
have eliminated the need for an 
alcohol rinse. 

9. Carbon paper. Is what we are 
purchasing of adequate quality so 
that the maximum number of 
legible copies can be made, and 


so secretaries won't depart in frus- 


tration because of extensive 
smearing? 

10. Inks. Are the inks we are 
using of adequate quality to in- 
sure quick drying, a minimum of 
smearing, and to avoid undue de- 
posit of sediment? You probably 
know about a contact-drying type 
ink that now saves much time for 
mimeographing personnel. 

11. Formulary in the pharmacy. 
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This requires the setting up of a 
standards committee. Countless 
hours of personnel time can be 
saved by the drastic reductions in 
the number of items that can be 
achieved through the use of a good 
pharmacy formulary. 

12. Wall fabrics in lieu of paint. 
Some excellent fabrics—both cloth 
and paper backed—have been de- 
veloped in recent years. The usual 
norm is that the fabric should last 
at least 10 years if it is to be worth- 
while in terms of saving both paint 
and painters’ time. Again, how- 
ever, we must think of our local 
situation. Are people going to ob- 
ject because they have to look at 
the same old pattern for too long? 

13. A paraffin lubricant for uni- 
forms. When put in the final rinse 


in the hospital laundry this makes 
the uniforms more resistant to dirt 
and makes the garments easier to 
clean. It is claimed that the uni- 
forms are thus given 25 to 30 per 
cent more life. A grocery organ- 
ization pioneered in the use of this 
product for its butchers’ uniforms. 

This particular field of labor- 
Saving supplies is one that is wide 
open. There is a great need for a 
comprehensive study of this kind. 
Such a study, however, will take 
many hours of work. It will re- 
quire many technical skills. (Des- 
pite the competence of its per- 
sonnel, the Research Department 
of the Hospital Bureau has to seek 
many additional. skills and, con- 
sequently, has to farm out many 
of its projects.) It will be costly. 


Fireproof drapery material 


A new fireproof fabric which 
combines for the first time all the 
elements required for fine design 
has been introduced by a Chicago 
and Holland, Mich., firm (1P-1).* 
This material has the appearance, 
feel and draping qualities of wool. 

Unlike sprayed or vat-dipped 
temporary fireproofing, this fabric 
is permanently flameproof. There 
is no treatment required. There is 
nothing to crystallize, flake off, 
evaporate or wash out. Even when 
subjected to the most unusual heat 
and flame conditions it will not 
burn. It is also mildewproof, moth- 
proof, has dimensional stability 
(shrinkage and stretching are 
eliminated), dries rapidly, needs no 
ironing and withstands all climatic 
conditions. The draping quality of 
the fabric is exceptional—it falls 
in soft folds and shows no buckling 
or puckering when stitched. 

This fabric is spun similarly to 
wool fiber and is being woven in 
weights suitable for usage as flat 
surface fabric for printing, tex- 


The Purchasing department is edited 
by Leonard P. Goudy, purchasing 
specialist. 
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tured casement drapery and heav- 
ier weight textures in solid or 
patterned weaves. The great va- 
riety of unusual color mixtures 
adapt well to commercial and 
residential interior planning. 


Portable intercom 


A portable intercommunication 
unit may well be considered by 
hospitals for specialized uses. The 
particular advantage of a new unit 
recently announced is that it re- 
quires no special wiring or drilling. 
It can be plugged into any regular 
AC or DC 105-120 volt lighting 
circuit (1P-2).* 

Two way conversations can be 
established between rooms in one 
building or in separate buildings 
served by the same transformer, 
wherever there is a standard elec- 
trical outlet. The units may be 
moved easily from one room to an- 
other. 

The costs for a pair of talk-listen 
units vary from approximately $80 
to $100 depending on range and 
sensitivity requirements. 


*Readers desiring to know the names of 
the firms manufacturing or distributing 
the products described should address in- 
quiries to HOSPITALS, Editorial Depart- 
ment, 18 East Division Street, Chicago 10. 
For convenience, list the code numbers 
that follow the items about which infor- 
mation is requested. 
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: : YES ... it bas been a Merry Christmas, and a very happy 
Ba, Satis dona New Year, too ... in Webster, Massachusetts. They know that con- 


seareeee sttuction of their new hospital is assured. 


oy Few believed that\$500,000 could be raised in this little textile 
oR? a ... 12 Weeks|}% town of 13,000 people, yet, within 12 short weeks, this goal was well 
TOTAL COST .... Under 5%/% over-subscribed. 


Se 


Edward S. Kunkel, local Buick dealer, proudly paints the ther- 


mometer over the top as committeemen stand by. Mr. Kunkel says, 
8: dso AN “The representatives of Haney & Associates who conducted the cam- 


% 
: 


paign earned the community's warmest friendship and admiration”. 


George F. White, Campaign Chairman and Manager of the 
Webster Division of the Worcester Power and Light Company, says 
“I attribute the phenomenal success of this drive directly to our cam- 
paign counsel . . . specialists in hospital campaigns. I doubt we could 
have reached our objective with any other firm”. 


a ots In Webster, as anywhere else, expertness tells. There are many 
good fund raising organizations, but few hospital experts. 


CHARLES A. HANEY & ASSOCIATES 


Specialists in Successful Fund Raising for Hospitals for nearly 30 Years 
259 WALNUT STREET, NEWTONVILLE 60, MASSACHUSETTS 
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How 


Scrub-up sink. One of many in the Crane line. Made of exclusive Crane 
ceramic material called Duraclay, which withstands hard wear, thermal shock, 
medicines, acids, corrosive solutions. Knee-operated mixing valve incorpo- 
rates Dial-ese type unit for smooth control with no sudden temperature 
changes, and no leaking when turned off. 


NURSE-POWER 


to get more 


per nurse 


New Crane fixtures and Crane Dial-ese controls 
save nurses’ time ... cut hospital water bills, too. 


Most hospital administrators today face the prob- 
lem of a continuing shortage of nurses. And they 
welcome improved equipment that saves nurses’ 
time and effort—that makes better use of nurse- 


power. 

Crane’s new line of hospital equipment does 
just that. Each fixture has been designed in co- 
operation with hospital experts, to cut waste 
motion, save time, make. the work-load as easy 
as possible. Each faucet features Crane Dial-ese 
controls, to require less effort in the thousands 
of hand and wrist actions every nurse must per- 
form every day. 


With Dial-ese controls—whether knee-oper- 
ated, hand-operated, or foot-operated—water 
flows at a touch and shuts off easily and securely. 
No wasted time or effort. No wasteful dripping 
of water that costs money to heat... an item to 
be reckoned with, when you consider that the 
average American hospital uses 277 gallons of 
water per bed per day! 


For details on Dial-ese—and for Crane’s nurse- 
saving equipment—see your new Crane Hospital 
Catalog. Or ask your Crane Branch, Crane 
Wholesaler or local Plumbing Contractor. And 
let them help you choose the right fixtures for 
your particular requirements. 


Dial-ese cartridge saves time 
for your maintenance men. 
Contains all wearing parts of 
Crane Dial-ese control valve. Can 
be slipped out and replaced in 
seconds! 


| GENERAL OFFICES: 636 SOUTH MICHIGAN AVE., CHICAGO 5 
RAN ( VALVES FITTINGS + PIPE 
mw PLUMBING AND HEATING 
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Practicing what you preach 


in a fire safety program 


A. D. BARNES 


“ F COURSE, fire safety pro- 
grams” .. . every hospital 
administrator recognizes the need 
for instructing employees to han- 
dle a fire emergency calmly and 
competently and to be alert to pre- 
cautionary measures. Too many 
hospital fires are caused by care- 
lessness and every fire might have 
been prevented if someone had 
been aware of fire hazards, had 
been alert to danger, and had 
taken the time to do something 
about eliminating a fire potential. 
Recently, this truth was re- 
emphasized by several incidents in 
our hospital, The Johns Hopkins 
Hospital in Baltimore. A fire was 
discovered by several nurses in the 
blanket storage area on an upper 
floor of the nurses’ residence. With 
no hesitancy or panic, one nurse 
reported the fire to the telephone 
operator who notified the City Fire 
Department while the other two 
nurses secured the proper fire ex- 
tinguishers and put the fire_out be- 
fore the professional fi team 
arrived. | 

Through regular fire’ education 
programs which include \ movies 
and demonstrations, the nurses are 
familiar with the extinguishers and 
the techniques of handling them. 
They know where the extinguish- 
ers are placed in the building and 
which type of extinguisher can 
best put out the fire. 

Another incident occurred last 
spring. The engineering depart- 
ment received a report that there 
was water leaking into a basement 
corridor from under the closed 
door of the clothes chute room in 
one of the buildings. Investigation 


Mr. Barnes is administrative engineer, 
The Johns Hopkins Hospital, Baltimore. 
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revealed that the sprinkler head in 
the room had opened because of a 
fire in the soiled linen. As the chute 
was connected with every floor of 
the building, the fire could have 
spread rapidly through the build- 
ing and it is frightening to specu- 
late on what the ultimate damage 
might have been. Fortunately, the 
loss was confined to approximately 
$50 worth of linen. 


In both instances, the employees 
showed a good understanding of 
the dangers involved and the most 
effective way of combating the fire 
problem. Similar incidents have 
happened in other sections of the 
hospital and probably the story 
could be repeated by many other 
hospitals. The prime reason for this 
evident understanding of the fire 
problem, I believe, is the develop- 
ment of fire educational programs. 

At the Johns Hopkins Hospital, 
educational programs on fire safety 
are conducted regularly for all 
hospital personnel. Department 
heads are notified well in advance 
of the dates of the programs and 
are requested to arrange their 
schedules to permit as many em- 
ployees as possible to attend. In 
addition, special fire programs are 
conducted for particular groups of 
employees such as laboratory tech- 
nicians. 

The program is adjusted to meet 
the needs of the group by explain- 
ing the precautions and fire-fight- 
ing problems peculiar to their 
working conditions. The nursing 
staff has a special program in 
which a greater emphasis is placed 
on the techniques of handling and 
evacuating patients in a fire 
emergency. 


At all the programs, illustrative, 
interesting movies are shown, a 
brief discussion of fire safety prob- 
lems and fire-fighting techniques is 
given by a representative dof the 
Baltimore City Fire Department 
and the hospital fire marshal, and 
demonstrations of fire equipment 
are held with group participation. 

Employees are given a colorful, 
simplified fire manual at the méet- 
ings, additional copies of which 
are kept on every floor for quick 
reference and for odd-hour read- 
ing. 

It is encouraging to note that the 
personnel can discuss the differ- 
ences of Class A and Class B fires, 
for example, and know the reasons 
for using the foam-type extin- 
guisher instead of the soda-acid 
type extinguisher and that they 
understand the techniques of hand- 
ling all of the fire equipment. They 
are interested and do take special 
pains to learn where all the exits 
are in their particular working 
area, where the extinguishers are 
situated, and to help in the impor- 
tant job of eliminating fire hazards 
or reporting those which they can- 
not control themselves. 


PROGRAM IN ACTION 


Our “team” operates in this 
manner: The individual who dis- 
covers the fire quickly estimates 
the extent of danger and removes 
the patient from the area or noti- 
fies the telephone operator, in 
either order depending upon the 
immediate danger; the telephone 
operator sends in the alarm to the 
City Fire Department and notifies 
the hospital engineering depart- 
ment, the protection department, 
the nursing office, and the director 
or his immediate representative. 


The engineering department 
sends a fire-fighting squad to the 
scene of the fire and the protection 
department sends a man to the en- 
trance nearest the fire in order to 
direct the city firemen to the blaze 
quickly. The director coordinates 
the emergency activities and the 
nursing director prepares to alert 
auxiliary nursing personnel to the 
emergency area in addition to di- 
recting nursing activities. 

After the individual at the scene 
of the fire has telephoned the hos- 
pital operator, he locates the 
proper extinguisher for the blaze 
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and attempts to control the fire. 
Windows and doors are closed in 
the entire area. 

This may sound very simple and 
routirie but precious seconds may 
be lost during an emergency if the 
employee at the scene is unfa- 
miliar with the fire-fighting pro- 
cedure used by his hospital. The 
entire hospital staff should be so 
conditioned to this procedure 
through the fire education program 
that their reactions during an 
emergency will be semi-automatic. 
There will be no panic or fear, for 


the employee will be thoroughly 
equipped to handle the fire emer- 
gency. 

The most obvious thing is often 
that which ,is most easily over- 
looked—this is a variation on an 
old theme which applies aptly to 
fire safety programs in hospitals. 
Recognition of the value of such a 
program or good intentions re- 
garding such a program is not 
enough. Today is the last moment 
to begin to train all hospital per- 
sonnel to be fire conscious. Yester- 
day would have been better. 


Plastic wiring connectors 


Handy, new set-screw wire con- 
nectors are insulated and pro- 
tected by a durable shell molded 
of phenolic plastic to join branch 
circuit wiring quickly, safely and 
permanently (1E-1).* 

The high dielectric and mechani- 
cal strengths of phenolic plastic 
make a durable housing suitable 
for conduit, open, armored and 
non-metallic cable wiring and pre- 
vent flashover at high voltages. 
Compact and light in weight, these 
connectors make quick splicing 
easy and take up little space in 
branch circuit boxes. 


> 


Approved for 600 volts, the new 
connectors make a secure joint 
capable of withstanding vibration 
in motor hook-up wiring. Joints or 
splices are made in just a few 
seconds without solder, tape or 
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special tools. Stripped wire ends 
are inserted in a solid brass sleeve 
and the set-screw tightened. 
Insulating shells made of pheno- 
lic plastic then screw tightly 


» 


over the sleeve. This shell permits 
electricians to inspect joints at any 
time after they are made. Easily 
unscrewed and reused for circuit 
changes, these new connectors are 
ideal for use when circuit layouts 
are planned for later addition of 
new outlets. 

Connectors are available in two 
sizes for various wire combinations 
from two No. 14 wires through five 
No. 14, two No. 10 and one No. 12. 


Ferrous fire 


The Medical Technicians Bul- 
letin, July-August, 1952, reports 
an unusual fire in a naval hospital. 

An attending physician in a 


nursery detected the hissing of 
leaking gas and upon investigation 
discovered the leak originating 
from an unused oxygen cylinder. 
The oxygen was escaping from the 
lead-filled ports of the safety plug 
in the stem of the cylinder. 


To stop the leak, the physician 
took the adjustable wrench sup- 
plied with the oxygen equipment 
and tried to tighten the safety plug 
without result. He then requested 
the nurse to call the technicians to 
remove the apparatus and re- 
turned to his patients, leaving the 
wrench on the cylinder. 


After completing his work with 
the babies, he stepped into the hall, 
heard a “pop” and a sound like 
rapidly escaping gas, and returned 
to the nursery to find the wrench 
burning as if an acetylene torch 
were being used. Molten metal and 
slag were being blown about five 
feet around the cylinder, some of 
which fell into the nearby cribs. 


Several wrenches identical to the 
one left on the cylinder were ex- 
amined. It was found that the 
threaded jaw had been oiled. 
Spontaneous ignition of oil in the 
presence of oxygen is a well- 
known hazard and it is believed 
that the oil on the jaw spontane- 
ously ignited in the stream of 
escaping oxygen, which in turn 
raised the ferrous metal of the 
wrench to the ignition tempera- 
ture, causing progressive burning 
until the jaw burned in two and 
the wrench fell to the floor. The 
heat from the burning also melted 
the alloy in the safety plug, releas- 
ing a larger stream of oxygen, 
which probably accounted for the 
“pop” which the doctor heard. 


The unusual nature of this fire 
and also the prevalence of oxygen 
equipment in hospitals warrant at- 
tention to the factors involved. To 
prevent occurrence of a similar 
fire, all adjustable wrenches should 
be removed and replaced by one- 
piece, open-end wrenches with no 
moving parts to oil. They should 
be of a nonferrous metal which is 
not subject to the rapid oxidization 
characteristic of iron. 


*Readers desiring to know the names of 
the firms manufacturing or distributing 
the products described ould address in- 

uiries to Hosrprtats, Editorial Department, 
18 E. Division Street, Chicago 10. For con- 
venience, list the e numbers that fol- 
oy the items about which information 
s requ 
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SOLVED eeethe problem of noisy corridors! 


Most hospital corridors are like 
giant “‘noise funnels.’’ They echo 
and re-echo the sounds of busy 
hospital routine... magnify them 
into one irritating din... then 
carry it to every room on the floor 
—disturbing patients and impair- 
ing the efficiency of the staff! 


Low-Cost Answer 


The solution? Hundreds of hos- 
pitals have found it in Acousti- 
Celotex Sound Conditioning! A 
sound-absorbing ceiling of Acousti- 
Celotex Tile checks noise in corri- 
dors, operating and delivery 
rooms, nurseries, wards, private 
rooms, kitchens, utility rooms and 


Products for Every Seund Conditioning Problem —The Celotex Corporation, 120 S. La Salle St. 
Chicago 3, Ilinois « in Canada: Dominion Sound Equipments, Lid., Montreal, Quebec 
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lobbies. It brings quiet comfort 
that aids convalescence of patients 
—helps hospital personnel to work 
more efficiently. 


DOUBLE-DENSITY—As the diagram 
shows, Acousti-Celotex Tile has two densi- 
ties. High density at surface, for a more 
attractive finish of superior washability, 
easy pointability. Low density through 
remainder of tile, for great sound-absorp- 
tion valve. 


Easy Maintenance 


Acousti-Celotex Tile is quickly in- 
stalled at moderate cost. Requires 
no special maintenance. Its re- 
markable double-density feature 
(see diagram) prevents warping — 
gives a surface of unrivaled beauty 
and washability. Can be washed 
repeatedly and painted repeatedly 
without impairing its sound-ab- 
sorbing properties! 


GET A FREE ANALYSIS of the noise 
problem in your hospital without 
obligation. We will also send you 
free a factual booklet, ‘“The Quiet 
Hospital.”” Mail coupon below 


The Celotex Corporation, Dept. F-13 
120 5S. Le Selle Chicage 3, ill. 


Without obligation, | would like . . . 
[] A free analysis of the noise problem in my 


|] A free copy of your booklet, "The Quiet 
Hospital.” 


Acousti-Quiet 
| hae | 
Denaty 
today! 
--————-—Mail coupon 
és 
| 
| 
TRADE MARK REGISTERED PAT. OFF. hospital. 
Nome 
Address 
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Association Library to begin 


new “Help 


HE ASSOCIATION receives annu- 
a ally scores of requests for in- 
formation about various hospital 
operations or procedures. In the 
majority of cases, answers to these 
requests are readily supplied by 
staff specialists or by the Library. 
On occasion, however, a request is 
received about which there is little, 
if any, good information or ma- 
terial. 

In an effort to provide an answer 
to these requests we will publish 
them in this department of Hosp1- 
TALS in the hope that one or more 
hospitals may have experienced 
the same problem and are willing 
to share their solutions with those 
in need of help. 

If you have found an answer to 
these problems in your hospital, 
will you please send it to the Li- 
brary of the Association? It is 
through the cooperation of all hos- 
pital personnel that better methods 
are developed and made available 
to all hospitals. 

We have three requests this 
month: 

“Our hospital has attempted to 
establish a schedule of charges for 
our operating room and anesthesia 
department based on time. Would 
you please give us any information 
that you might have on this pro- 
cedure for determining rates?” 

“Would you send me any infor- 
mation which you may have avail- 
able on the organization and func- 
tions of employee committees 
which are representative of each 
department in the hospital? It is 
our view that such a committee 
might be organized to suggest 
management improvements, act as 
a channel] for hearing grievances, 
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Wanted” service 


and promote a family spirit among 
the employees. We would like to 
hear of other efforts in this direc- 
tion and of their success or 
failure.” 

“We are interested in determin- 
ing costs and charges for occupa- 
tional therapy services, that is 
costs of materials, charges per visit 
for in or outpatients to the depart- 
ment, and charges for bedside 
visits.” 

Other requests have come from 
hospitals with special problems in 
training telephone operators for 
better public relations, in devel- 
oping a plan to reduce absenteeism 
among service employees and in 
maintaining the clearest type of 
narcotic record books. 


Administrative Manual 


THE ADMINISTRATIVE MANUAL of St. 
Mary’s Hospital, Rochester, N.Y. 
Prepared by Sister Inez in coopera- 
tion with the staff. Catholic Hospi- 
tal Association, St. Louis, Mo. 1952. 
614 pp. $6 paper bound, $8 case 
bound. 


Anyone who has attempted to 
prepare either a policy or proce- 
dure manual for a single hospital 
department will appreciate the 
enormity of the task undertaken by 
Sister Inez and her associates in 
setting down in writing all admin- 
istrative and operating procedures, 
in general and for departmental 
guidance including organizational 
and policy matters. 

The manual is arranged in five 
units: General administration, 
chart syllabus, patient care-nurs- 
ing service, special professional 
services and administrative and 
household services. Information on 
each unit is given with painstaking 


detail; for example, 22 pages are 
devoted to relationships with gov- 
ernmental agencies at federal, state 
and local levels. Much of the infor- 
mation is of the sort so often taken 
for granted and too infrequently 
committed to writing: Location of 
fire extinguishers, forms control 
(types of forms, sources of supply, 
amount of stock to be carried), de- 
partment head reports (source, 
type and frequency). 


Such minutiae, however, have 
not been included at the sacrifice 
of items usually found in such a 
manual. These subjects—such as 
personnel policies, fee schedules, 
job evaluation and rate plan—are 
presented with amazing simplicity 
yet completeness. 

Throughout the manual there is 
extensive use of organization 
charts, flow charts and maps. An 
outstanding example is the flow 
chart depicting incoming and out- 
going mail procedures. 

A technical flaw which can be 
corrected easily in later revisions 
of the manual is the inadequate in- 
ner margins of the pages, making 
some of the left-hand pages diffi- 
cult to read at the binding edge. 
In a volume as large as this, 614 
pages, the binding becomes a seri- 
ous problem. In such a valuable 
reference tool as this, however, the 
binding should allow greater facili- 
ty in use, and still withstand con- 
tinual wear. 


Each of the five units is paged 
separately, but only the first is in- 
dexed. It is hoped that later edi- 
tions will index completely all 
information included in the man- 
ual, thus enhancing the ready-ref- 
erence value of the book. 


Not every department of the 
hospital is covered (for example, 
the important dietary and pathol- 
ogy departments). As the introduc- 
tion states, these have not been 
completely studied and were not 
ready for inclusion in this first 
edition. 

St. Mary’s Hospital of Rochester, 
N.Y., can well be proud of the pub- 
lication of this manual. It can serve 
as a challenge and inspiration to 
all hospital administrators to an- 
alyze their own operations and 
prepare in written form a similar 
guidebook for the use of staff mem- 
bers in their organizations.—H.T.Y. 
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Making urrrie of a BIG problem... 


Up to 2500 cu. ft. of storage space is needed to file 100,000 radiographs and envelopes. With 
the Kodak Radiograph Micro-File Machine, Model 1, this material can be reduced 
to 10 cu. ft. of 35mm. microfilm records. A saving of more than 99%. 


Now—radiographs can be microfilmed 


with 
full fidelity 


With the new Kodak Radiograph Micro-File 
Machine, radiographic records can be copied on 
35mm. film with precision. 

Range of density or contrast, and resolution of 
detail are reproduced with such fidelity that 
enlargements back to full size, if desired, are diag- 
nostically acceptable facsimiles of the original. 
Lantern slides, transparencies, and prints are 
equally effective. 

Automatic performance—Operator places ra- 
diographs, envelopes, or other records upon the 
Illuminator Base (1); presses Button (2); and the 
Film Unit (3) does the rest. Complete cycle: about 
] second. Capacity: up to 800 exposures per hour. 


See your regular x-ray dealer or write for full 


information. 


Eastman Kodak Company, Medical Division, Rochester 4, N. Y. 


Kodak Radiograph Micro-File Machine, Model 1, 
for microfilming radiographs and other records. 
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Your patients preter these 
Famous Soaps in their own homes 


“ 


ALL C.P.P. SOAPS MEET THE MOST RIGID REQUIREMENTS FOR PURITY AND MILDNESS! 


You can provide Palmolive 
and Cashmere Bouquet 


at little cost 
in your hospital | 


COLGATE-PALMOLIVE-PEET COMPANY 


JERSEY CITY 2. N. J. ATLANTA &. GA. @ CHICAGO ILL. 


CITY KANS. 


BERKELEY 10, CALIF. 


Palmolive Soap in the familiar green wrapper is 
known and enjoyed in millions of homes through- 
out America. Provides abundant lather and meets 
highest hospital standards for purity. Available in 
2-0z., 1-0z., ¥%-oz. and \4-oz. cakes. 


Cashmere Bouquet, the aristocrat of fine toilet 
soaps, is a big favorite in private pavilions. Women 
like the delicate perfume and creamy lather of this. 
hard-milled luxury soap. Now costs no more than 
other quality toilet soaps. Available in 144-oz.. 
l-oz., 4%4-0z. and 4-oz. cakes. 


FREE! The 1953 Handy Soap Buying 
Guide is completely new and revised. Tells 
you the right soap for every purpose. Get 
a copy from your C. P, P. representative, 
or write to our Industrial Department. 


BEAUTY 
WHITE 


Colgate’s Beauty White Soap, 1% 0z., Hard 
Milled, mildly perfumed, abundant lather. Long last- 
ing, kind to skin. Economical, too. 
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Dr. FRED G. CARTER, administra- 
tor of St. Luke’s Hospital, Cleve- 
land, Ohio, since 1938, has been 


MR. SHOOS 


DR. CARTER 


elected vice president of the St. 
Luke’s Hospital Association. In this 
position, he will be relieved of re- 
sponsibility for hospital operation 
in order to direct St. Luke’s new 
program of research, development 
and expansion of facilities. 

Succeeding Dr. Carter as ad- 
ministrator will be KENNETH J. 
SHOOS, who was administrative as- 
sistant at St. Luke’s from 1946 to 
1950 and since then administrator 
of the Cleveland Clinic Hospital. 
He is a member of the American 
Hospital Association. 

Mr. Shoos will be succeeded at 
the Cleveland Clinic Hospital by 
JAMES G. HARDING, who has been 
assistant administrator of St. 
Luke’s Hospital since July 1951. 
He received his master’s degree in 
hospital administration from Wash- 
ington University in St. Louis and 
served his administrative resi- 
dency at Altman Hospital, Canton, 
Ohio. 

Dr. Carter has been active in 
hospital work for the past 31 years 
and has contributed many ideas in 
hospital design, 
equipment and 
management. He 
was president of 
the American 
Hospital Asso- 
ciation in 1939- 
1940, president 
of the American 
College of Hos- 
pital Adminis- 
trators in 1935- 
1936, and also 
president of 
both the Minnesota and Ohio hos- 
pital associations. He is also a fel- 
low of the American College of 
Hospital Administrators. He was 


MR. HARDING 


recipient of the Award of Merit of » 


the American Hospital Association 
this year. 

He has served as superintendent 
of the Ancker Hospita!, St. Paul, 
Minn., and superintendent of Christ 
Hospital, Cincinnati. 
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PERSONAL 


FLoyD A. SORENSEN has been ap- 
pointed assistant administrator of 
the Salinas (Calif.) Valley Memo- 
rial Hospital, ef- 
fective January 
15. At present, 
he is completing 
his administra- 
tive residency at 
the Sequoia 
Hospital, Red- 
wood City, Calif. 
He is a gradu- 
ate of the hos- 
pital adminis- 
tration program 
at the Universi- 
ity of California. 

Mr. Sorensen served part of his 
residency at the Herrick Memorial 
Hospital in Berkeley, Calif., where 
he worked in the business office 
while attending the university. He 
is a personal member of the Amer- 
ican Hospital Association. 


MR. SORENSEN 


RACHEL T. ADAMS, R.N., has been 
appointed assistant director of the 
Boston Dispensary, part of the New 
England Medical Center in Boston, 
Mass. She formerly was supervisor 
of nurses at the hospital. 


LUELLA HUSTON HUFFMAN has 
assumed the administratorship of 
the new two unit Upton County 
Hospitals, with offices in the Mc- 
Camey (Texas) Hospital. The sec- 
ond unit, the Rankin (Texas) Hos- 
pital, is still under construction. 

Mrs. Huffman formerly was ad- 
ministrator of the Crane (Texas) 
County Memorial Hospital. 


LEONA PERRAS, R. N., has been 
appointed superintendent of Vet- 
erans Memorial Hospital, Odessa, 
Wash. She succeeds FLORENCE CoNn- 
STANTINE. 


R. T. ANDERSON, administrator of 
the Skyline Hospital, White Sal- 
mon, Wash., has resigned. He plans 
to return to private accounting 
work. 


Dr. WILLIAM NESBIT is the new 
medical officer in charge of the U. 


S. Public Health Service Hospital 
in Seattle, Wash. 

Dr. Nesbit, who formerly was in 
charge of the U. S. Public Health 
Service Hospital in New Orleans, 
succeeds Dr. J. F. VAN ACKEREN, 
who has been named chief medical 
officer of the U. S. Coast Guard. 


F. WILLIAM Bure JR. has been 
appointed assistant administrator 
of the Chester (Pa.) Hospital. He 
succeeds NORMAN SKILLMAN, who 
now is director of the Chester 
County Hospital, West Chester, Pa. 


J. ELtis Woop has assumed his 
duties as administrator of the 
Community Hospital, Sunbury, Pa. 
He succeeds Dr. H. G. FARISH, who 
resigned in May to devote his full 
time to medical audits. LEROY PAR- 
RISH served as administrator since 
then. He now is administrator of 
the Manitowoc ( Wis.) County Me- 
morial Hospital. 

Mr. Wood formerly was business 
manager and assistant administra- 
tor of Good Samaritan Hospital in 
Annville, Pa. 


MarRK H. EICHENLAUB has an- 
nounced his retirement as super- 
intendent of the Western Penn- 


MR. McGUIRE 


MR. EICHENLAUB 


sylvania Hospital, Pittsburgh, after 
30 years in that position. His suc- 
cessor will be JAMES I. MCGUIRE, 
formerly assistant superintendent 
of the hospital. 

JOSEPH V. TERENZIO has been ap- 
pointed assistant superintendent 
to succeed Mr. McGuire. 

Mr. Eichenlaub entered the hos- 
pital field as chief bookkeeper of 
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new 
10,000 Ib-ft less 


Z 
| 
10 other ways GE IMPERIAL brings new ease to x-ray diagnosis 
: , 1, 180° uninterrupted table angulation — from 90° 5. Exact tube-potient-film alignment—even for radio- 
| vertical to 90° Trendelenburg — with automatic, gtaphing fluoroscopically-positioned patients. 
selective stopover at horizontal only when desired. 6. Table pivots around central working area—keeping 
screen-eye distance and radiologist’s position prac- 
. Operator-control 
2 pe led speed of angulation through tically constant. 
: 7. Right-hand or left-hand operation of spot-film de- 
- 3. Floor space requirements reduced by about 3 feet vice regardless of table position. 
£ compared to conventional design — yet provides 8. Greatly increased fluoroscopic and radiographic 
6-foot tube-table distance from either vertical posi- coverage, provided by lateral movement of table 
tion, Easily installed in rooms with 8-foot ceilings. independent of tube and screen. 
4, Transfer of patients simplified — no interfering 9. Table lengthened to 7 feet. 
| structures, no separate tubestand. 10. Choice of three table heights. 
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Vertical 


GE IMPERIAL you'll move 


ina morning's fluoroscopy 


Ring-counterbalancing saves approx. 60 Ibs on vertical, 180 Ibs 
on longitudinal movement compared to conventional units 


Next time you finish a morning of fluoroscopy 
worn out from moving a heavily-counterweighted 
spot film device — this 60-second problem in arith- 
metic will seem especially important to you. 

Let's assume you move the spot film device an 
average of 6 inches, 100 times vertically and 100 
times longitudinally (normal for three or four 
hours’ fluoroscopy). Each time with a conventional 
unit, you must overcome the inertia of not only the 
weight of the device, but also its 4-to-1 or 2-to-1 
counterweighting, depending upon direction of 
movement, That's a lot of work — you're moving 


nearly 50,000 pound-feet! 

With IMPERIAL’s revolutionary method of 
mounting and ring-counterbalancing, you can elim- 
inate 20% to 30% of that effort. Think what that 
can mean to you in faster work ...in reduced fatigue. 

And ring-counterbalancing is just one of the 
great design improvements in the new GE IM- 
PERIAL. Check the list on the page opposite. Then 
call your GE x-ray representative for complete in- 
formation, or write X-Ray Department, General 
Electric Company, Milwaukee 1, Wis., for Pub, L-1. 


ELECTRIC 


Horizontal 
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IMPERIAL’s uninterrupted 180° angulation 
with your present facilities 


GE IMPERIAL provides 
complete radiographic fa- 
cilities in addition to the 
vast range of fluoroscopic 
positions, four of which are 
shown around the circle. 


90° Trendelenburg 


45° Trendelenbu rg 
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the Western Pennsylvania Hospital 
in 1914. He subsequently served as 
credit and collections manager, of- 
fice manager and assistant super- 
intendent. He assumed the position 
of superintendent of the hospital 
in 1922. 

A leader in hospital administra- 
tion in Pennsylvania, Mr. Eichen- 
laub has been active in the South- 
western Hospital Conference of 
Pennsylvania, the Hospital Coun- 
cil of Western Pennsylvania, the 
Hospital Association of Pennsyl- 
vania and the American Hospital 


Association. He is a charter mem- 
ber of the American College of 
Hospital Administrators and is a 
member of its board of regents. 
Mr. McGuire is a graduate of the 
University of Pittsburgh and of the 
hospital administration course at 
Columbia University. He served 
his residency at Roosevelt Hos- 
pital, New York City, where he 
later became assistant director. He 
is a member of the American Hos- 
pital Association, the American 
College of Hospital Administrators 
and is currently secretary of the 


THESE 


the Solution of Choice 


cutting edges. 


Economical to use. 


make B-P GHLOROPHENYL 


containing HEXACHLOROPHINE (G-11*) 


for the Rapid Disinfection of Delicate Instruments 
for WARD « CLINIC + OFFICE 


Non-corrosive to metallic instruments and keen 


Free from unpleasant or irritating odor. 
Non-injurious to skin or tissue. 
Non-toxic, non-staining, and stable. 


Potently effective, even in the presence of soap. 


In choosing B-P CHLOROPHENYL, you avail 
yourself of a medium free from phenol (car- 
bolic acid) or mercury compounds .. . one 
highly effective in its rapid destruction of com- 
monly encountered vegetative bacteria (except 
tubercle bacilli). See chart. 


FEATURES 


*Trademark of Sindar Corp. 


Compare the killing time of this 
superior bactericidal agent 


Southwestern Hospital Conference 
of Pennsylvania. 

Mr. Terenzio is a graduate of the 
hospital administration program 
at Columbia University and served 
his residency at the Knickerbocker 
Hospital in New York City. He 
later was assistant administrator of 
that hospital. 


Victor E. COSTANZO has been ap- 
pointed assistant director of the 
Mount Auburn Hospital, Cam- 
bridge, Mass. 

Mr. Costanzo formerly was as- 
sociate administrator of St. An- 
thony’s Hospital, St. Louis, where 
he also was on the staff of the 
Catholic Hospital Association and 
an instructor in hospital adminis- 
tration at St. Louis University. — 

He received his master’s degree 
in hospital administration from 
Washington University and served 
his residency at the Grace-New 
Haven Hospital, New Haven, Conn. 


DANIEL G. FALVEY, formerly as- 
sistant administrator of the Wal- 
tham (Mass.) Hospital, has been 
appointed ad- 
ministrator of 
the Webber Hos- 
pital, Biddeford, 
Maine. 

Mr. Falvey 
has served as 
business man- 
ager and purch- 
asing agent at 
the Norfolk 
County Hospital, 
South Braintree, 
Mass. He is a 
member of the Maine Hospital As- 
sociation and the American Hos- 
pital Association. 


MR. FALVEY 


ROBERT T. JACOBSON, assistant 
administrator of the Ferguson- 
Droste-Ferguson Hospital, Grand 
Rapids, Mich., has been recalled to 
active duty as first lieutenant in 
the Medical Service Corps of the 
U. S. Air Force. 

Mr. Jacobson formerly was ad- 


ministrator of Lutheran Hospital, 
Vicksburg, Miss., and is a graduate 
of the Northwestern University 
program in hospital administra- 


Vegetative Bacteria |50% Dried Blood | Without Blood 
Stoph.oureus =| 15min. 2 min 
coli | 15 min, | 3 min. 


Strept. hemolyticus | 15min. ‘15 sae tion. He is a personal member of 
Per Quart $1.75 | . the American Hospital Association. 
Ask your dealer 
PARKER, WHITE MEYL, INC. 
cient of BARD-PARKER CHLORO. Danbury, Connecticut JOHN DANIX¥LSON has joined the 


staff of the Roosevelt Hospital, 
New York City, as assistant direc- 
tor. He formerly was assistant to 


PHENYL. Helds up to 8” instruments. 
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Behind the 
Wyandotte 
label... 


WYANDOTTE 


CHEMICALS 


there’s a service man with an 


ECONOMY PLAN for YOU! 


HIS PLAN WILL: 


@ Cut your cleaning costs! @ Avoid “multi-products” confusion! 
@ Give you faster and better cleaning! @ Save wasted man-hours! 
Simplify your work! Reduce storeroom space! 


@ Cut down cleaning-product inventories! 


Know what you buy ... buy what you know — buy 
Wyandotte! 

Let a Wyandotte service man give you a planned pro- 
gram at no cost or obligation. Send coupon for more data. 
Wyandotte Chemicals Corporation, Wyandotte, Michi- 
gan. Also Los Angeles 12, California. | 


WYANDOTTE CHEMICALS CORPORATION 
WYANDOTTE, MICHIGAN 


Please send data on the following: 


Helpful service representatives in 138 cities in the , 
United States and Canada City 
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the director at the Johns Hopkins 
Hospital, Baltimore, Md. He is a 
graduate of the University of Min- 
nesota. 

Mr. Danielson succeeds PETER 
B. TERENZIO, who is now director 
of the Greenville (S. C.) General 
Hospital. 


FRANKLIN W. POWERS has been 
appointed business manager of the 
Chestnut Hill Hospital, Philadel- 
phia. 


Mr. Powers formerly was assis- 
tant administrator of the Lima 
(Ohio) Memorial Hospital. Before 
that he was office manager and au- 
ditor of the Children’s Hospital, 
Akron, Ohio. He is a personal mem- 
ber of the American Hospital As- 
sociation and a charter member of 
the American Association of Hos- 
pital Accountants. 


H. ROBERT CATHCART has been 
appointed administrator of the 


“What do you mean. 


it’s not allergic to oxygen”, ; 


“How can an oxygen tent be allergic 
to oxygen?” he snorted. “Why the 
purpose of such equipment is to 
administer oxygen.” 


May we answer... yes of course, 
but the allergy we refer to is an allergy 
of metals . . . Rust and Corrosion. 
And it costs you thousands of dollars 


a year in maintenance, replacements~ 


and dangerous malfunctions. 


Some metals, we know, rust in 
normal air with only 27% oxygen. 
What happens if we expose those 
metals to 100% oxygen as we do here 
+ try it—you'll almost SEE the 


demanded the administrator. 


rust form . .. try aluminum and 
plastic too. 

That’s why the Melco Oxygen Tent 
is “‘sealed-for-safety” in aluminum. 
That’s why the cooling chamber is 
made of an envelope of non-porous 
aluminum sheet sealed by Heliarc ... 
why the entire unit is made of rust- 
resistant aluminum and _ corrosion- 
. proof plastic. 

Don't take corrosion for granted... 
it costs too much. If you're considering 
the purchase of new equipment, may 
we suggest you inspect the only unit 
not allergic to oxygen, the Melco 
Oxygen Tent. 


Why not write today for further information and your new, 195. 3 
catalog of complete oxygen therapy equipment. 


MELCO TENT 
FULLY APPROVED 
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The Melco Continuous Oxygen Analyzer 


Provides constant, visual evidence of the therapy your patient 
receives. Write for the full story on this unique instrument. 


ARMST 


Pennsylvania Hospital Department 
for Sick and Injured, Philadelphia. 

He has been acting administra- 
tor since last May when JOHN N. 
HATFIELD resigned as head of the 
hospital, and has been with the 
hospital since February 1949. He 
served as administrative assistant 
and assistant administrator of the 
hospital. 

Mr. Cathcart attended Drake 
University in Des Moines, Iowa, 
and was graduated from the State 
University of Iowa. He received his 
master’s degree in hospital admin- 
istration from the University of 
Toronto and formerly was associ- 
ated with the W. K. Kellogg Foun- 
dation in Battle Creek, Mich. 

He is a member of the American 
Hospital Association and the Amer- 
ican College of Hospital Adminis- 
trators. 


JAMES V. LAPPIN has assumed 
his duties as administrator of the 
Stetson Hospital, Philadelphia. 

Mr. Lappin, who formerly was 
associated with the Cooper Hos- 
pital in Camden, N. J., as assistant 
administrator, is a graduate of 
Cambridge University, England, 
with a master’s degree in business 


INSTITUTES 
(Continued from page 6.) 


tion)—April 13-14; Kansas City (President 
Hotel). 


Institute on Operating Room Administration 
(in conjunction with Tri-State Hospital As- 
sembly) — May 5-6; Chicago (Knicker- 
bocker Hotel). 


Institute on Safety (in conjunction with Tei 
State Hospital Assembly) —May 7-8; Chi- 
cago (Palmer House). 


Institute on Central Sterile Supply (in con- 
junction with Middle Atlantic Hospital 
Assembly) — May 18-19; Atlantic City 
(Claridge Hotel). 

Institute on Anesthesia—June 22-26; Boston 
(Somerset Hotel). 

Institute on Public Relations—June 29-July 
3; Princeton (Princeton University). 

Institute on Pharmacy—August 24-28; Los 
Angeles (Loyola University). 


Institute on Purchasing — October 19-23; 
Philadelphia (Penn Sheraton Hotel). 


Institute on Dietary Department Administra- 
tion — October 26-30; New York (Park 
Sheraton Hotel). 


Institute on Supervisory Training—November 
2-6; Chicago (Edgewater Beach Hotel). 


Institute on Laundry—November 9-13; New 
York (Park Sheraton Hotel). 


Institute on Housekeeping — November |6- 
20; Boston (Somerset Hotel). 

Institute on Nursing Service Administration 
December 7-11; New Orleans (St. Charles 
Hotel). 
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Better, faster records with 
TELEVOICE ease! Clear, com- 


plete reports flow-in automatically to 


Mount Sinai’s secretarial pool. Hospitals Get “Better Medical Records”. sent to you with Ep1son’s 


from coast to Coast report they're turn- 
ing out better, more detailed records in 
Y¥, the time. And doctors like . . . and 
use .. . the easy, phone-design. 


EDISON TELE VOICEWRITER 


The Televoice System 
Q 


sue 


Sinai Hospital, New York, 


THE [NEW | FASHIONED SYSTEM 
OF PHONE DICTATION IS |TELEVOICE|| 


speeds surgical reports 


the fashioned 


From the end of an operation to the typed record 


in one hour! That's the remarkable new service 
being rendered these days by the EDISON ‘TELEVOICE 
installation at New York’s famed Mount Sinai Hospital. 
A TELEVOICE station, just outside the operating rooms, 
serves each surgical floor. The moment an operation is 
finished, the surgeon can relax, pick up the small, handy 
TELEVOICE phone . .. and dictate! In another building, 
his voice is recorded and transcribed in a secretarial 
pool. A complete, typed report is at work for the 
patient's benefit within an hour! 


Only Edison makes Te.evoice, the proved Clinical Re- 
cording System for better medical records. Thousands of 
doctors, hospital administrators and medical record librar- 
ians agree: TeL_evoicek means better records and better 
records mean better medicine. Take a moment to learn 
the whole story... 


compliments—and see for yourself how TeLevoice can 
solve the medical record problem in your hospital, no 
matter what its size or type. There's no obligation. Just 
mail the coupon — today! 
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EDISON, 28 Lakeside Avenue, West Orange, N. J. 

Please send me The new fashioned way to— Betrer MepicaL 
RECORDS. 
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administration. He is a member of 
the American College of Hospital 
Administrators, the American Hos- 
pital Association, the Philadelphia 
Hospital Association, the Hospital 
Association of Pennsylvania and 
- New Jersey Hospital Associa- 
ion. 


SISTER Mary ELEANOR, R. N., has 


been appointed assistant adminis-_ 


trator of St. Elizabeth Hospital, 


Elizabeth, N. J. She recently com- 
pleted work in nursing administra- 
tion at Columbia University and 
received a master of arts degree 
from there. 


SISTER FRANCIS MARIE, formerly 
superintendent of the Memorial 
Hospital, West Point, Neb., has 
been transferred to Good Samari- 
tan Hospital, Zanesville, Ohio, 
where she has been given responsi- 
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for choosing 
Genma-Mepica 


LIQUID SURGICAL SOAP 


saves time in scrub-up 


1. Laboratory tests* and actual use have 
shown Hexachlorophene Germa-Medica 
cleanses more thoroughly than the 
conventional surgical scrub-up. 2. /t saves 
time... cleans with a 3 to 4 minute 


wash without the use of scrub brush 


cleans thoroughly 


or harsh germicidal rinses** . . . yet kills 


more bacteria than the ordinary scrub. 
3. Bacterial count remains low because 


GERMA"*MEDICA 


=> 


CONTAINS 1% HEXACHLOROPHENE 
22% on the Anhydrous Soap Besis 


of Hexachlorophene Germa-Medica’s residual 
action. 4. Tests* also show it causes no 
irritation to normal skin. 5. Hexachlorophene 
Germa-Medica costs less than similar 

soaps because it is effective when 

diluted 3 to 1. Test this new soap 


yourself, Write today for sample. 


bacteria count stays low with... 


HMEXACHLOROPHENE 


*Test results on request. 
**Neither Hexachloro- 
phene nor any other 
chemical agent should be 
® telied upon as a substi- 
tute for mechanical 
cleansing of the skin. 


HUNTINGTON LABORATORIES, Inc., Huntington, Indiana + Toronto, Canada 


bility for developing plans for re- 
placement of the original buildings 
of that institution. 

She has been succeeded at Me- 
moriaw Hospital by SISTER MARY 
DANIEL, who formerly was on the 
teaching staff of the Good Samari- 
tan Hospital in Zanesville. 


DANIEL POWERS has been ap- 
pointed assistant director of Beth 
Israel Hospital, New York City. 


He formerly was | 
administrative 
assistant at the 

hospital. 


Before enter- 
ing the hospital 
field, Mr. Pow- 
ers was associ- 
ated with the 
New York City 
Department of 
Health, first as 
administrative 
assistant in the 
Emergency Maternity and Infant 
Care Program and then in the 
Bureau for Handicapped Children. 
He is a member of the American 
Hospital Association and_ the 
American Public Health Associa- 
tion. 


MR. POWERS 


Dr. H. E. BAIRD, superintendent 
of the Regina (Sask.) General 
Hospital, died November 5 after a 
short illness. 

Dr. Baird was appointed super- 
intendent of the hospital in 1946. 
He was a past president of the 
Saskatchewan Hospital Association 
and a director of the Canadian 
Hospital Council. At the time of 
his death, he was a delegate-at- 
large of the American College of 
Hospital Administrators. 


Dr. Marcus A. Curry, retired 
superintendent of the Greystone 
Park (N. J.) State Hospital, died 
November 11 after a long illness. 

Dr. Curry retired July 1, 1950, 
as medical superintendent and 
chief executive officer at the hos- 
pital. He had held the post since 
1920. Under his administration, the 
hospital became known as one of 
the world’s outstanding mental in- 
stitutions. It is New Jersey’s larg- 
est hospital. 

Dr. Curry was a fellow of the 
American Medical Association, a 
life fellow of the American Psy- 
chiatric Association, a member of 
the American and New Jersey hos- 
pital associations and several other 
medical organizations. 
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Extra safe. 


The Continental 
Infantair 1500 


with the 
PERMA-VUE 
Hood 


The new 
low-cost, 
4-purpose incubator 


BABY INCUBATOR...comfortable, roomy incubator 
area of four cubic ft.—for infants up to 6 months old. 
Guaranteed “‘lifetime’’ heating element and temperature 
regulator assures maximum safety and controlled convec- 
tion beat. Large evaporating unit gives up to 85% relative 
humidity. 


OXYGEN TENT... snug-fitting, crystal-clear plexiglass 
Perma-Vue Hood—ideal permanent construction not 
affected by oxygen. Built-in oxygen nipple inserted in 
approved location—assures quick, easy and safe oxygen 
administration. 


SURGICAL BED... sanitary, easy-to-clean surfaces for 
follow-up surgery or clinical work. Perma-Vue Hood 
washes sparkling clean with detergents. Covered foam 
rubber mattress. Accessory cooling unit holds 10 Ibs. 
of ice. 


ISOLATION UNIT. . . self-contained and completely port- 
able on sleeve-bearing castors. Extra large storage space 
for blankets and supplies. Perma-Vue Hood locks into 
any tilt position—has two isolation sleeves, built-in ad- 


.. easy to use 


Perma-Vue Hood locks to any tilt 
position. Easy and safe handling 
of patient thru isolation sleeves. 


LOW COST...the new Perma-Vue Infantair Model 
1500 gives complete and safe incubator protection for 
only $328.50 (F.O.B. Cleveland). Model 1400 without 
plexiglass hood, includes stainless steel frame and dis- 
posable clear-view canopy costs $230.00 (F.O.B. 
Cleveland). 

The improved Continental Infantair 1500 with the 
new Perma-Vue Hood has earned favorable comment at 
the recent American Hospital Assoc. and Public Health 
conventions where it was inspected by thousands of 
experienced practitioners. Infantair “in use’ tests at 
hospitals also indicate enthusiastic acceptance. 


And good reasons, too . . . reasons that make the all- 
purpose, low-cost Infantair the best buy on the market. 
W rite now for Infantair specifications and delivery infor- 
mation. Fill in the coupon below and mail today! 


‘ 


justable air louvers. 
U. L. APPROVED—all wiring, switches and heating ele- Please send illustrated folder on Continen- | 
ments bear the Underwriters Laboratory Seal of Approval. tal Infantair Model 1500 giving complete 
date _ and delivery time 
PRICE $328. 50 F.0.B. CLEVELAND oe 
Nome Title 
The Conti | Hosni 
Continental Hospital Service, Inc. | 
Zone State 
18636 DETROIT AVENUE CLEVELAND 7, OHIO 
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Where? 


in ABORTION 


in ALCOHOLISM 


in AVIATION 
MEDICINE 


in BURNS 


in OBESITY 


in RHEUMATIC 
CONDITIONS 


Why? 


to help mitigate formation 
of hematomas in 
Rh-negative mothers; and 
in toxemias 


to force fluids; and help 
assure adequate nutrition 


to replenish vitamin C lost 
in hypoxemia or hyper- 
ventilation; and provide 
quick energy 


to improve nutrition prior 
to grafting; and promote 
healing 


to appease appetite during 
reducing; and combat 
hypoglycemia 


to avoid vitamin C 
deficiency; aid healing and 
assist in weight control 


to maintain good nutrition 
without obesity; provide 
purine-free food; and help 
reduce inflammation 


LATE FINDINGS 
on the value of CITRUS 


How? 


citrus fruits and their 
concentrates and vitamin C 
supplement 


vitamin C orally in lar 
doses after acute stage Tn 


been brought under control 


liberal quantities of fruit 
or fruit juices 


large doses of vitamin C as 
soon as patient can eat 


50 calories of citrus fruit 
(e.g. 4 oz. fresh orange 
juice) before lunch and 
dinner 


2-3 oz. strained citrus fruit 
juice in water (or milk) 
at end of meal 


for arthritis, high-vitamin 
diet; for rheumatic fever, 
orange juice 200 mg. daily; 


. for gout, diet prominent in 


fruits, including citrus 
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Dietary economies dependent on 


controlled dollar spending 


EDITH GRAHAM 


IETARY ECONOMIES play such a 
large role in the over-all 
economies of a hospital that their 
significance cannot be overlooked. 
But being economical does not al- 
ways mean spending the least 
possible amount of money for each 
item of food, each piece of equip- 
ment and each hour of labor. It 
means spending the amount of 
money that will yield the greatest 
returns. 

Unless a dietitian knows what 
she is spending she doesn’t know 
whether she is being economical. 
She must know what she has 
spent, what she is spending and 
what she will spend. The hospital 
dietitian may find the American 
Hospital Association’s food cost 
accounting manual helpful. 

Although a dietitian needs rec- 
ords, she should not be a book- 
keeper. If the department is small, 
perhaps a supervisor, storekeeper 
or salad maker could keep the rec- 
ords during a slack period; or a 
person from the business office 
might keep the records as a part 
of her regular duties. 

A person who has spent four 
years in eollege and one year in a 
dietetic internship should not 
spend time doing any of the work 
that can be done in a satisfactory 
manner by cooks, food service 
supervisors, or clerical employees. 
Unless the dietitian spends most 
of her time planning, supervising, 
teaching and coordinating, there 


Miss Graham is chief, dietetic service, 
Veterans Administration Medical Teaching 
Group Hospital, Memphis 15, Tenn. 

This article is adapted from a paper 

resented at Southeastern Institute for 

ospital Administrators, Memphis, Tenn., 
October 29, 1952. This institute was con- 
ducted by the American College of Hos- 
pital Administrators. 
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can be little hope of accomplishing 
many dietary economies. 

Economies in the dietary de- 
partment fall into four general 
classifications: Food, labor, equip- 
ment and supplies. 


ECONOMIES IN FOOD 


Food standards must be estab- 
lished. Will the dietitian be limited 
to a certain cost per ration re- 
gardless of the cost of food, or will 
she be allowed the money which is 
necessary to provide the protein, 
calories,. minerals and vitamins 
which her patients need for an op- 
timum recovery rate? Will the al- 
lowance provide for minimum 
standards from a nutritional stand- 
point, or provide for standards 
which will make it possible to use 
some expensive meats, fruits and 
vegetables on the menus? The type 
of patients in the hospital and 
source of income will undoubtedly 
be determining factors in estab- 
lishing policies pertaining to ration 
costs. 

Five ways in which the dietitian 
may conserve food money are given 
here: 

|. Careful planning: The dietitian 
must know the cost of every item 
she puts on the menu and must 
know how well the patients like 
each item. There is no point in 
serving broccoli, except occasion- 
ally, at 8 cents a serving, if patients 
would rather have cabbage, at 1 
cent a serving. Spinach at any 
price is expensive if patients will 
not eat it. If patients prefer cold 
canned tomatoes in the winter to 
hothouse tomatoes, much money 
can be saved without reducing the 
patients’ pleasure or vitamins. 


The menus must be economical 
to purchase and prepare and at the 
same time satisfying and nutri- 
tionally adequate. Time can be 
saved by planning menus by the 
week instead of by the day. It is 
necessary to plan far enough in 
advance to provide for purchasing 
according to a definite schedule. 
Several hospital magazines offer 
helpful suggestions for menus each 
month. 

2. Wise purchasing: In order to 
use her money wisely a dietitian 
must have standards for each item 
she purchases. She can secure in- 
formation about fruits, vegetables 
and meats from the United States 
Department of Agriculture. The 
“Manual of Specifications for 
Canned Fruits and Vegetables,” 
published by the American Hospi- 
tal Association, may be used as a 
guide in purchasing canned items. 

The dietitian should buy, in a 
competitive market, the quality 
which best meets her needs. She 
should consider whether she will 
purchase large or medium size 
eggs, carcass or cuts of beef, sliced 
or slab bacon, cut or uncut butter, 
grade A (fancy), grade B (choice 
or extra standard), or grade C 
(standard) canned goods. Each 
hospital has different problems and 
needs to be alert to which grade 
is most economical to satisfy its 
needs. Each food item should be 
checked by the hospital for weight 
and quality when it is received. 

If each sack of potatoes is short 
five pounds and each crate of 
oranges is short ten oranges, the 
money lost in a year is an un- 
necessary “hidden cost.” Fern W. 
Gleiser, professor, Institution Eco- 
nomics and Management, School of 
Business, University of Chicago, 
stated, “A produce man who sells 
to hotels, restaurants and hospitals 
in one large city stated recently 


;that not more than 5 per ce1.t of his 


customers check the fruits and 
vegetables his company delivers.” 

The dietitian can purchase more 
economically if she orders staples 
by the week or the month, and if 
she orders fresh fruits, vegetables 
and meat two or three times a 
week instead of daily. Dealers 
charge for the time it takes to give 
prices, make deliveries and make 
out bills. The dietitian spends too 
much of her own time in purchasing 
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when she buys from day to day. It 
may be necessary to increase 
storage space to avoid daily pur- 
chasing—but money thus spent is 
a good investnent. 

Although it is not good to have 
too low an inventory, it is just as 
important not to have one that is 
too high. Maintaining a high in- 
ventory is expensive if interest on 
the money which is tied up in this 
manner is calculated. It can be 
expensive through shrinkage, de- 
terioration in quality and mysteri- 
ous disappearances. 

3. Accurate ordering: It is im- 
portant for the dietitian to buy 
and prepare the exact amount of 
food she will need. Warmed over 
prime rib of beef is always as ex- 
pensive as it was on the day it was 
purchased, even though it may not 
be very appetizing. If a hospital 
with 100 patients prepares 10 extra 
servings each meal, the food cost 
is 10 per cent higher than it should 
be. 

To order accurately, it is neces- 
sary to have an accurate census 
from the wards and to receive a 
notice of all changes in diets and 
discharges. It is necessary to use 
standardized recipes and to pre- 
pare as many foods as possible in 
relatively small quantities at fre- 
quent intervals during the serving 
period. 

In a 1,400-bed hospital, if two 
servings of food are wasted on each 
of 34 wards each day, the total 
waste in one year will amount to 
$24,820, using $1 as the cost per 
ration. 

4. Careful portioning and cooking 
of meat. Portioning of veal cutlets, 
steaks, chops and bacon, to give 
uniform servings of a known size, 
cost and nutritive value, can re- 
sult in financial savings without 
reducing the service to patients. 

Rendering of fat which is 
trimmed from carcass meat when 
it is processed may save a large 
hospital $400 a month. The same 
fat might bring $20 if it were sold 
as unrendered fat. If it is unprac- 
tical to render fat, perhaps the hos- 
pital should study the possibility 
of purchasing cuts of meat. 

The temperature at which a 
roast is cooked will affect the 
shrinkage, which in turn will affect 
_ the number of servings which can 

be secured per pound. Cooking 
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roast meats at 300°F. could save a 
large hospital as much as $20 each 
time it cooked a roast meat. 


5. Accurate serving portions: It is 
a good plan to set up standard por- 
tions, teach the employees what the 
portions should be, and post a list 
of standard portions on the bulletin 
boards in the serving kitchens.* 

Food which is sent from main 
kitchens to ward kitchens should 
be counted, weighed or measured. 


- Cooks find it as easy to weigh or 


measure food as to guess at it, pro- 
vided they have proper scales and 
measuring dippers. 


ECONOMIES IN LABOR 


Concepts regarding the manage- 
ment of employees in the dietary 
department have changed during 
the last 20 years. An excellent ex- 
planation of the principles of scien- 
tific management was given by 
John T. Black in his article, ““Food 
Service on the Assembly Line,” 
which appeared in the December 
1951 issue of HOSPITALS. Planning 
and initiative formerly were dele- 
gated to food service workers—and 
they accepted the responsibility. 
An old employee taught a new em- 
ployee—so teaching programs were 
not a worry. 

‘It is necessary for the dietitian 
to realize that today the planning 
of work for employees and the 
motivating of employees to do their 
work properly and quickly are her 
responsibilities. Her schedules must 
be arranged so that she will have 
time and energy for these aspects 
of her job. It is particularly im- 
portant to have a sound knowledge 
of the principles of personnel 
management, and the ability to 
teach and supervise employees. 


There is a tendency to economize 
on supervisors. A good supervisor 
can be worth twice his salary if 
he takes his share of responsibility 
in scheduling employees; teaching 
them and organizing their work. 
The employees need someone to 


*Editor’s note: Standard portions are in- 
cluded on the Master Menu card. 


“call the plays” if they are to work 
together efficiently. It is rarely 
possible. One person can supervise 
only a limited number of employees. 
Some dietitians try to do all the 
supervising, as well as menu plan- 
ning, purchasing, and visiting pa- 
tients. Either some important phase 
of her work is neglected, or she 
puts every minute of her time in 
her job. This leads to frustration 
and the lessening of her effective- 
ness. Within small groups employ- 
ees can supervise and work too, as 
demonstrated by a capable head 
waitress who waits on tables her- 
self, at the same time supervising 
other waitresses. 

Sometimes the dietitian has a 
high labor cost because she is keep- 
ing on the payroll employees who 
are unable or unwilling to carry 
their share of work. If definite 
requirements are set up for the 
amount and quality of work which 
must be produced in each position, 
the employees will accept dismissal 
when they do not meet these re- 
quirments. Likewise, the dietitian 
will have a guide to use in select- 
ing new employees. 

There is a general feeling that 
teaching employees is a waste of 
time. It is most difficult to figure 
the benefits in dollars and cents. It 
is easy to think about the time that 
is lost in classes and preparing for 
classes, and difficult to visualize 
the benefits derived from having 
well informed employees. 

Few newly employed food serv- 
ice workers are capable of figuring 
out how to operate dishwashing 
machines, coffee urns, potato peel- 
ing machines, meat slicers and 
electric mixers. Few employees 
know how to clean, cut, chop and 
shred vegetables, make salads, set 
tables or wait on tables. Few em- 
ployees have standards of cleanli- 
ness and personal hygiene that 
should be required in a hospital 
kitchen. 

Employees may be taught indi- 
vidually or in groups. Without 
teaching, much time will be lost 
through use of inefficient methods; 
there will be accidents; there will 
be an excessive amount of repair 
of equipment; the standards of food 
service will be low; there may .be 
danger of causing gastro-enteritis 
in patients and employees through 
improper handling of food. 
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Because it is expensive to train 
an employee in the dietetic service, 
turnover should be scanned crit- 
ically. Turnover is usually attrib- 
uted to low salary. This is not 
always true. Many factors need to 
be examined. Every employee in 
the kitchen wants the satisfaction 
of knowing he is important. Em- 
ployees like to know policies and 
be told “why” when changes are 
made. To some, the hours of duty 
are most important. 

With careful planning it is possi- 
ble to put all employees on straight 
shifts. In order to do this without 
additional personnel, it is neces- 
sary to use every available food 
service worker to serve food at 
mealtime. Much of the cleaning, 
making of salads and preparing of 
vegetables can be scheduled during 
the overlapping shifts. Employees 
can be scheduled to work between 


ward kitchens, dining rooms, dish-. 


rooms and food preparation areas 
in such a way as to use them to 
the best advantage during their 
full eight hours of duty. The super- 
visors will not like the extra work 
involved in scheduling, training 
and supervising employees on 
straight shifts unless they are gen- 
uinely interested in improving the 
working conditions of their em- 
ployees. 


ECONOMIES IN EQUIPMENT 


Labor saving equipment does not 
always save labor. A bacon slicer 
and stacker which requires two 
hours to clean would not be eco- 
nomical in a 50-bed hospital. A 
hand slicer would not be economi- 
cal in a 1,500-bed hospital. 

It is wise to know what is avail- 
able in labor saving equipment. 
It is necessary to figure the savings 
which will be made in labor in 
proportion to the cost of the equip- 
ment before purchasing. 

There are many inexpensive 
pieces of equipment that save time 
and make for a better or a more 
uniform product. A marker for pie 
or cake is a simple inexpensive aid. 
Cutting a pan of cake in 60 uniform 
pieces instead of 48 irregular pieces 
may result in the saving of many 
dollars during the year. 

Equipment on wheels can save 
much time in transporting salads, 
bakery goods and supplies. 

Perhaps the most important 
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point to remember about equip- 
ment is that the regular bill will 
be exorbitant unless each employee 
knows how to use it. Burned out 
motors and broken equipment usu- 
ally are the result of ignorance 
rather than the result of wear. 

When a new piece of equipment 
is received, instructions should be 
obtained for its use before it is put 
into operation. A job breakdown 
should be worked out for the oper- 
ation of each piece of equipment in 
the kitchen. It would be difficult to 
overemphasize. 

The placing of equipment, both 
with respect to location and height, 
can be important in terms of labor 
dollars. If the employee who is 
peeling potatoes in the vegetable 
room has to walk 200 feet to get 
each sack of potatoes and 100 feet 
to get a knife to take out the eyes 
of the potatoes he will not accom- 
plish his work very fast. An alert 
dietitian can continually see un- 
necessary motions. 

Much time can be saved by 
teaching employees to use both 
hands when setting up and serving 
trays. Instead of reaching for the 
knife and spoons with the right 
hand and placing them on a tray, 
then reaching for the fork with the 
right hand and placing it on the 
tray, they reach for the knife and 
spoons with the right hand and 
simultaneously reach for the fork 
with the left hand. Employees can 
develop considerable rhythm and 
speed by using both hands. 


ECONOMIES IN SUPPLIES 


Miscellaneous supplies may be 
overlooked and considered unim- 
portant in the total costs. 

Dishes and glasses are big items 
in the budget. Studies should be 
made to determine which quality 
best meets the requirements of the 
hospital. A few months of experi- 
ence with different qualities will 
give figures for comparision. Chip- 
ping as well as breakage should be 
determined during the study. These 
experiments can be carried out in 
one ward or one unit before a final 
decision is made regarding the 
most economical purchase for the 
entire hospital. In a hospital, a 
chipped or cracked dish is the same 
as a broken dish. Employees should 
be taught how to scrape and stack 
dishes properly. 


It is expensive to let faucets drip 
—in terms of the cost of water 
used, the cost of replacing the 
washers and the _ inconvenience 
which results from shutting off the 
water to repair the faucets. 

Gas which is burned in an oven 
because it is turned on too early, 
or is not promptly turned off when 
it is no longer needed can be cost- 
ly. The thermostat which is burned 
out when the oven is overheated 
may cost the hospital $10. 

Lights in the dining room and in 
the office should not be left burn- 
ing when they are not being used. 

The dietitian and the hospital 
administrator are interested in giv- 
ing the patient everything he de- 
sires to make him happy and 
everything he needs to make his 
hospital stay as short as possible. 
Often the number of days a patient 
needs to stay in the hospital is de- 
termined by how well he accepts 
his diet. Both the dietitian and the 
administrator want to provide this 
optimum care to patients with the 
lowest possible expenditure of 
money. 

Economies often can be achieved 
in the use of food, labor, equipment 
and miscellaneous supplies in the 
dietary department of a hospital 
without decreasing the quality of 
service to patients. 

When the hospital administrator 
and the dietitian have a mutual un- 
derstanding of objectives, policies 
and problems, the making of econ- 
omies in the dietary department is 
a never ending process. 
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Special dietary service for small hospitals 


SERVICE TO small hospitals 

without dietitians is being of- 
fered by the Washington State Die- 
tetic Association. It is sending five 
or six page letters each month to 
those hospitals in the state which 
desire assistance. 

Each page covers one subject and 
is in such a form that the letters 
may be made into a permanent 
file. Some pages may be kept by 
the superintendent and some by the 
cook. 

Each letter contains two recipes 
standardized to 25 servings, a page 
on menu planning, a page on nutri- 
tion or diets and a page on purchas- 
ing helps. Other articles have been 
written about kitchen organiza- 
tion, kitchen sanitation, tables of 
weights and measures, canned food 
tables and helps to the cook. 

The aim of the letters is twofold: 
First, to help superintendents who 
have had little background in 
kitchen management to control 
costs and food quality, and second, 
to train cooks who are usually 
housewives with little experience 
in large quantity cookery. 

The reactions of the hospitals re- 
ceiving the letters have been very 
favorable. They seem to appreciate 
most the recipes and hints to the 
cook. 

The selection of subject matter 
was the result of a questionnaire 
sent to all hospitals in the state 
of 100 beds or under, without a die- 
titian. It was also the result of the 
experience of some dietitians who 
had been called in as volunteers 
or on a part-time basis to help 
such hospitals solve their dietary 
problems. 

The committee working on the 
letters are leading dietitians in the 
Seattle area. All work is voluntary 
and the charge of two dollars per 
year is to cover the costs of post- 
age, stationery and stencils. 

The first letter, addressed di- 
rectly to the superintendent, estab- 


Miss Anderson is chairman of the ad- 
ministrative assistance committee of the 
Washington State Dietetic Association. 
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lishes the purpose of the service 
and requests the following: 

1. Do you have a dietitian? 

2. Do you know about the Master 
Menu planning service of the 
American Hospital Association? Do 
you use it? 

3. Would you like a monthly food 
service letter of about three pages, 
containing information of practical 
value to you and your cook? These 
letters would be suitable for per- 
manent filing in a loose leaf note- 
book. They would contain recipes, 
information on food storage, sani- 
tation, purchasing, helps in plan- 
ning normal menus and special 
diets. 

4. Would you subscribe to such 
a service at $2 per year, to cover 
cost of mailing? 

5. Have you some other problem 
you would like discussed in the let- 
ter? 

6. Have you any additional sug- 
gestions as to how this group could 
help you with your food service 
problems? 

As soon as the superintendent 
requests it, his hospital begins to 
receive the informative letters 
which often include suggestions 
about free or inexpensive material 
available to dietitians through 
sources other than the state die- 
tetic association. 

The letters, written in a clear, 
direct style which can easily be un- 
derstood, stimulate interest and ed- 
ucate at the same time. “We can- 
not use watery soup,” one of the 
letters states, “or a small piece of 
meat surrounded by much batter 
and made to look like a larger por- 
tion. These are the tricks of some 
restaurants but have no place in 
the hospital kitchen.” 

And concerning portion control: 
“Do not serve larger portions than 
the patient will eat. Remember, 
most sick people, and especially 
new surgical patients, have very 
poor appetites. A large portion is 
poor economy. It is also poor psy- 


chology for even the sight of a lot 
of food takes away a finicky appe- 
tite. Watch trays for returned food. 
This will help you judge size of 
portions.” 

Simple and basic, these are the 
very important points often over- 
looked by the _ inexperienced, 
though conscientious, person who 
works in the kitchen of a small 
hospital. Further hints and sug- 
gestions are made concerning the 
use of leftovers, on cutting milk 
costs, the care of food in hot weath- 
er, the use of fresh fruit, purchas- 
ing of canned goods, wise menu 
planning and even special items 
on holiday planning. 

The recipes included in each of 
the letters are designed to sub- 
stantiate what has been said about 
economy, variety, planning and 
control. Again, the direct, explicit 
instructions and comments are ex- 
cellent: “Cream puffs are one of 
our first recipes to you. Eggs are 
reasonable this season of the year. 
Contrary to common belief, cream 
puffs are not hard to make. When 
filled with cream pudding they are 
not expensive .. . the personnel 
are also getting a treat... they 
can be used on the soft, bland and 
low residue diets.” 

Although the letters are concise, 
they often include a page of dis- 
cussion on kitchen organization and 
the most efficient use of kitchen 
help, advance purchasing and 
menu planning, kitchen sanitation, 
special considerations for purchas- 
ing meat, and even check lists on 
the process of washing dishes. 

The letter service to small hos- 
pitals is relatively new but re- 
sponse has been encouraging and 
those hospitals which have put the 
valuable information to use have 
cooperated in making suggestions 
on small hospital problems and 
needs in dietary service. 

The project is expected to ex- 
pand and to create an awareness in 
Washington State, and in other 
states as well, of the great need 
for guidance in the small hospital 
without a graduate dietitian. In 
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eeethe hot, flaked whole wheat cereal 
containing natural bran 


When safe, gentle bulk is a necessary part of 
special diets, remember to include Pettijohns. 

Pettijohns is one of the most important single 
foods in soft-bulk diets. For here is warm, moist 
bran in its natural form . . . blended into a nutri- 
tious whole wheat cereal that contains whole 
grain food values of protein, minerals and B 
vitamins. A single serving (1 ounce, dry weight 
of Pettijohns, with sugar and four ounces of 
milk) makes the following contribution to the 


Phosphorus. .. . . . 28.00% 
You'll find Pettijohns is a favorite with your 


patients. Even the most listless appetites re- 
a to its tempting nut-sweet flavor and 
, whole-grain texture. 


ks to perfection in less than five minutes 
... costs less than a cent a serving. Serve 


minimum daily adult requirements: Pettijohns regularly —ideal for soft- diets. 
Need VARIETY, too! Portion: 2 cookies cost 
Try these delicious INGREDIENTS AMOUNT a 
Pettijiohns Cookies Fleer, sifted 
Seh . : 2 teaspoons 
Another in the new series of Quantity Recipes ss se 
prepared for dietitions by the Quaker Oats Be 


if you are not receiving these recipes, 
please write Mary Alden, institutional Test 2 
Kitchen, The Quaker Oats Co., Chicago 54, 2. 
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from teaspoon onte greased 


less than a year the Washington 
State Dietetic Association has 
watched that awareness grow. And 
in the future expects to contribute 
to an even greater extent toward 
the improvement of food service to 
all patients. 

In its format and philosophy, the 
letter service gets to the crux of 


the small hospital dietary depart- 
ment problem: that of assisting 
untrained workers in developing 
greater food service skill. So far 
little has been done nationally or 
locally to encourage such workers 
or to improve the quality of their 
services. In rural or semi-rural 
communities where turnover of 


personnel is slow and training and 
experience often are limited, such 
instruction can mean the difference 
between passable and good dietary 
service, or between employees de- 
ing the minimum or absolutely 
necessary and employees working 
with interest towards self- 
improvement. 


Tested recipes recommended in 


T HE MASTER MENU plan for February 1953 includes 
suggestions for three or more standardized and 
tested quantity recipes each day. As the editor of this 
department sharpens up her pencils to prepare these 
menus for the regular and seven most frequently 
used modified diets, she likes to think that this depart- 
ment is contributing to the saving of time—menu 
planning time—for many hospitals. 


Margaret E. Terrell, author of “Large Quantity 
Recipes,” from which some menu suggestions are 
taken this month as last month, writes, “We have 
been using these recipes regularly in the University 
of Washington Commons and make notes concerning 
satisfaction with the recipes and their public accep- 
tance. We are forced to operate on a very modest cost 
basis. I have personally had a great deal of satisfac- 
tion from using the book from a cost angle, as I have 
found the recipes very easy to cost account since the 
ingredients are stated in both volume and weight.” 


This leads us to wonder if these menus are meeting 
the complete menu needs of hospitals everywhere 
and how many dietitians keep notes, as Miss Terrell 
does, on patient acceptance. We also wonder if these 
menus fit into the budgeted allowance of most hos- 
pital food service departments. Opinions are invited. 

Some of the recipes recommended in the January 
Master Menu, published in HospiTaLs last month, 
are repeated for February with the thought that if 
dietitians are standardizing these recipes to fit their 
own hospitals’ needs they will want to double check 
the production of each recipe. 


, BASE LINE OF THE MENU 


Since a large percentage of food expenditure today 
goes into the important protein foods, these protein 
foods might be considered the “base line’ of the 
menu. 

The base line of the February Master Menu, then, 
was the 28 dinner meats (item No. 9), which appear 
in boldface type for the general diet. The following 
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Master Menu for February 


tabulation shows at a glance the dinner meat plan 
for the month: 


Dinner Meats Dates on menu Total 
Beef | _._ Feb. 3-8-12-16-21-25 6 
Veal _.Feb. 5-11-17-23 . 4 
Lamb _.... Feb. 2-10-19-28 4 
_.Feb. 4-9-14-22-26 _. 
Liver _....... Feb. 7-24 
Chicken & turkey Feb. 1-15-18 

28 


Master Menu kits containing wall cards, sample 
transfer slips and the “Master Menu Diet Manual” 
are available to users of the menus. The kits are 
priced at $2 and may be secured by writing the Edi- 
torial Department of HOSPITALS. Single copies of the 
“Master Menu Diet Manual’ may be purchased 
for $1.50. 

Full directions for using the Master Menu are in 
the manual together with information on preparing 
15 other modified diets with the aid of the menus. 
In addition, the Editorial Department of HOSPITALS 
will send, upon request, a reprint of an August 1951 
article describing the Master Menu and how to use 
it. This reprint also includes the hospital food pur- 
chasing guide for meat and poultry, as published in 
the June 1952 Administrators Guide of HOSPITALS. 


. Mashed potatoes 

. Parsley potatoes 

Green beans 

. Green beans 

Cranberry and orange relish 
on lettuce (1 190) 


February |! 


l. Grapefruit 
2. Grapefruit juice 

3. Relled wheat or corn flakes 
4. Poached 

6 . Coffee tee cream 

. Vanilla ice cream 

7 . Lemon ice 

: . Unsweetened canned dark 


5. Bacon 
Teast 


oe 


. French onion soup 32) 
S. Orlep crackers 
. Roast turkey with giblet cherries 
dressing . Mixed citrus juice 
10. Roast turkey 


— 


ge on which recipe may be found 


t Arabic numerals indicate 
" by Margaret E. Terrell, Philadelphia, 


in “Large Quantity Recipes, 
J. B. Lippincott. $7. 
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Unanimous choice 


in Washington, D.C. Hospitals 


GEORGE é 
LELAND MEMORIAL HOSPITAL 
ARMY MEDICAL CENTER ° RIVERDALE 


(WALTER REED) 


PROVIDENCE HOSPITAL GARFIELD HOSPITAL 
* 


SIBLEY HOSPITAL EMERGENCY HOSPITAL 


DOCTORS HOSPITAL 


EPISCOPAL EYE, 
EAR & THROAT 


WASHINGTON SANITARIUM 
HOMEOPATHIC HOSPITAL TAKOMA PARK 


CHILDRENS HOSPITAL 


FREEDMAN’S HOSPITAL MOUNT ALTO HOSPITAL 


INGER HOSPIT 
a 


ST. ELIZABETHS 
HOSPITAL 


SUBURBAN HOSPITAL 
BETHESDA 


OWN HOSPITAL 


NATIONAL MEDICAL 
T A ALEXANDRIA HOSPITAL 
CENTER . . . BETHESD ALEXANOR! 


CIRCLE 


Long experience satisfies Dieticians, Food Super- 
visors and Hospital Administrators that GAS has 
no equal for clean, efficient volume cooking. 


It’s by choice—not by chance—that every hospital in 
Washington and its adjacent areas of Maryland and Vir- 
ginia uses GAS for cooking. Executives of the city’s new, 
most modernly equipped hospitals are in unanimous 
agreement with those of Washington’s older institutions 
on the many important reasons why GAS has been their 
selection for food preparation and service. 


One of the important reasons is the modern, stream- 
lined compactness of Gas Cooking Equipment which fits 
into any type of kitchen, large or small. 


Another reason is the fast action obtainable with mod- 
ern Gas Cooking Equipment—high-speed deep-fat frying, 
broiling by blue flame which seals in natural juices and 
vitamins, instant on-off heat for top-burner cooking. 
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PRINCE GEORGES HOSPITAL 
CHEVERLY 


CASUALTY HOSPITAL 
COLUMBIA HOSPITAL * 


FORT MYER HOSPITAL 
FORT MYER 


SOLDIERS HOSPITAL 


But this same efficient Gas fuel, under precise automatic 
control, permits slow roasting of meats and poultry in 
constant-temperature ovens so that every pound of raw 
meat produces the maximum number of generous cooked 
servings. 


Dieticians, food service administrators, and other hos- 
pital officials in metropolitan Washington, as well as in 
other cities coast to coast, will cite many additional vitally 
important reasons why GAS is best, by any standard of 
comparison, for every cooking requirement. They’re im- 
portant reasons, too—and your Gas Company or your 
kitchen equipment specialist will be glad to sum them up 
quickly for you. 


AMERICAN GAS ASSOCIATION 
420 LEXINGTON AVENUE, NEW YORK 17, N.Y. 
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modern bAS ne 


2. Cream of pea soup 
. Melba toast 
4. Banana, orange, pineapple 


salnd—toasted nippy 
cheese on split biscuits 


. Berambled eggs—dzrilled 


turkey livers—asparagus 


. Grilled turkey livers-—— 


stewed tomatoes 


. Baked potato 


Celery curls 


. Cheeolate cream pie (1 
. Orange and banana cup 

. Chocolate pudding 

. Orange and banana cup 

. Apple juice 


February 2 


1. 


22. 
23. 
24. 


25. 


26. 
27. 


28. 
29. 
30. 
31. 
32, 


33, 
34, 


35. 
36. 


Blended citrus juice 

Blended citrus juice 

Wheat and barley kernels 
or farina 

Soft cooked exe 

Grilled ham 

Whole wheat raisin toast 


Vegetable soup (Tt 34) 


Saltines 

Stuffed lamb shoulder— 
mint jelly 

Roast lamb 

Pimiento potato souffle 

Riced potatoes 

Glazed carrots 

Sliced carrots 

Shredded cabbage and 
areen pepper salad 

Olive French dressing 

Orange fruit cake 274)— 
orange frosting (ft 282) 

Orange layer cake 


. Pineapple whip 


Grapefruit sections 
Grapefruit juice 


Cream of turkey soup 

Crisp crackers 

Spaghetti with meat sauce 
ir 


(* VI) 
Casserole of spaghetti with 
tomato puree 
Baked veal chop 
Spaghetti with tomato 
(omit on Soft Diet) 
Fresh spinach 
Cottage cheese on lettuce 
Stewed apricot compote 
Canned peeled apricots 
Lime gelatin 
Unsweetened canned 
apricots 
Fruitade 
Hard rolls 


February 3 


| 


22. 


. Orange halves 

. Orange juice 

. Oatmeal or crisp rice cereal 
. Poached egg 


Bacon 


Consomme ala royal 
Crisp crackers 
Grilled chopped steak 


. Grilled chopped steak 


French fried potatoes 


. Cubed potatoes 

. Whole kernel corn 
. Bliced new beets 

. Tossed salad 


Celery seed French dressing 


dish apple pie 
. Fruit 
. Raspberry gelatin cubes 


ed gelatin 


Unsweetened canned plums 


. Blended citrus juice 
tomato chowder 


. Saltines 
. Liver loaf—egg sauce 


(ft 135) 


. Liver loaf—egg sauce 
. Broiled liver 
. Baked potato 


. Green pens 
. Fresh pear and strawberry 


. Fruit salad dressing (tf 239) 
. Date sandwich cake with 


lemon sauce (ft 264, 384) 


. Prune whip 
. Baked custard 
. Unsweetened Royal Anne 


cherries 


. Tomato juice 


Hrea 


: 


. Banana 
. Grapefruit juice 


Puffed rice or rolled wheat 
Scrambled 

Bacon 

Cinnamon tonst 


Cream of mushroom soup 
(ft 44) 


. Toast sticks 
. Baked gliazed Canadian 


bacon or broiled flounder 


. Broiled flounder fillets 


Whipped potatoes 


. Whipped potatoes 
. Kale with lemon or green 


beans 


. Green beans 
. Grapefruit and red apple 


section salad (ft 214) 


. French dressing 
. Choeolate chip bread 


. Chocolate chip bread 


pudding 


. Lemon snow pudding 
. Grapefruit sections 


Orange juice 


. Chicken noodle soup 

. Crisp erackers 

. Plantation short- 
) 


enke 


. Creamed turkey— 


asparagus 


. Omelet—asparagus 
. Baked potato 


| Sliced tomato salad 
. Mayonnaise dressing 
. Butter pecan ice cream— 


sugar cookies (ft 303) 


. Canned fruit cup 

. Vanilla ice cream 

. Fresh or frozen pineapple 
. Pineapple juice 

. Bread 


February 5 


Grapefruit 
. Orange juice 


Farina or bran fi”akes 
Soft cooked exe 

Link sausages 

Pecan rolls (ft 88) 


Beef bouillon (ft 29) 


. Saltines 


Roast leg of veal with 
dressing 
Roast leg of veal 


. Paprika potatoes 
. Paprika potatoes 
. Broccoli with Hollandaise 


sauc 


uce 
. Diced yellow squash 
. Stuffed prune salad with 


cherry garnish 


. Maraschino French 


dressing 


. Pumpkin chiffon ple (1 325) 


Pumpkin chiffon pudding 


. Raspberry sponge 


Unsweetened canned 
boysenberries 


. Blended citrus juice 


. French tomate soup 
. Croutons 
. Hambure creole with 


cheese biscuits (ft 124) 


. Broiled beef pattie—sliced 


beet 


. Broiled beef pattie— 


asparagus 


. Whipped potatoes 


* Roman numerals indicate pamphlet number of “Recipes for 
Quantity Service,’ published by the United States Department of 
Agriculture, Washington, D. C, Free copies are available to hos- 
dietitians by ge Editorial Department of HosprIrats, 


8 East Division Street, 


t Arabic numerals indicate 
in ae Quantity Recipes,” 
J. B. Lipp 


incott. 


icago 10. 


page on which recipe may be found 
y Margaret E. Terrell. Philadelphia, 


and julienne beet 


. Vinaigrette dressing 
. Home style peaches 
. Home style peaches 


mon rennet-custard 


34. Unsweetened canned 
peaches 
35. Fruitade 
36. Cornbread (tf 75) 
February 6 
1. Anjou pear 
2. Blended citrus fruit juice 
Corn flakes or brown 
granular wheat cereal 
4. Serambled 
5. Bacon 
6. Tonst 
7. Cream of asparagus soup 
35) 
Croutons 
9. Baked breaded cod fillets 
10. Brolled cod fillets 
ll. Mashed potatoes 
12. Riced potatoes 
13. Slleed carrots 
14. Beet greens 
15. leed celery curls and 
radishes 
17. Strawberry chiffon pie 
18. Floating island 
19. Strawberry gelatin cubes 
20. Unsweetened canned 
apricots 
21. Grapefruit juice 
22. Clam chowder (f 38) 
23. Oyster crackers 
24. Eggs a la goldenrod in 
toast cups—«stuffed baked 
potato 
25. Eggs ala goldenrod in 
toast cups 
26. Cottage cheese on lettuce 
27. Stuffed baked potato 
28. Green beans 
29. Tomato quarters and cress 
sala 
30. Russian dressing (1 243) 
31. Cranberry betty (* VI) 
32. Applesauce 
33. Floating island 
34. Orange sections 
35. Apricot nectar 
36. Bread 
February 7 
1. Orange juice 
2. Grapefruit juice 
3. Oatmeal or wheat flakes 
4. Poached 
5. Bacon 
6. Popovers 
7. Beef broth 
8. Crisp crackers 
9. Country fried liver and 
bacon 
10. Broiled liver 
ll. Creamed potatoes 
12. Baked potato 
13. Green peas 
14. Green peas 
15. Apricot and marshmallow 
sala 
16. Cream mayonnaise 
17. Cheeolate eclair (ft 307) 
18, Cherry sponge with 
custard sauce 
19. Cherry sponge 
20. Unsweetened canned 
peaches 
21. Blended citrus juice 
22. Cream of potato soup (tf 47) 
23. Saltines 
24. Caramel! ham loaf (ft 149) 
25. Baked cheese sandwich— 
spinach 
26. Poached salmon—spinach— 


celery hearts 


. Riced —_- (omit on 


Soft Diet) 


. Fruit cup 
. Sliced bananas in orange 


juice 


. Soft custard 
. Unsweetened fruit cup 


Jrapeade 


. Het rolls 


February 


1 


2. 


Tangerines 
Blended citrus juice 


3. Shredded wheat or farina 
4. Scrambled eg 
5. Grilled Canadian bacon 
6. Coffee cake (1 74) 
7. Consomme 
Saltines 
9. Reast rib of beef 
10. Roast rib of beef 
ll. Whipped potatoes 
12. Whipped potatoes 
13. Caulifiower 
14. Sliced beets 
15. Fruit salad 
16. Buttercup dressing 237) 
17. Raspberry sherbet 
18. Raspberry sherbet 
19. Raspberry sherbet 
(no cream) 
20. Grapefruit sections 
21. Orange juice 
22. Cream of corn soup (tf 41) 
23. Crisp crackers 
24. Sealloped turkey in noodles 
25. Creamed turkey 
26. Hot sliced turkey 
27. Steamed new potatoes 
28. Asparagus tips 
29. Fresh pineapple fan and 
atrawhberry salad 
30. French dressing 
31. Chocolate cup cakes 
32. Prune whip 
33. Cherry gelatin 
34. Unsweetened canned plums 
35. Grapefruit juice 
36. Bread 
February 9 
1. Grapefruit 
2. Apricot nectar with lemon 
uice 
3. Rolled wheat or crisp rice 
cereal 
4. Poached egg 
5. Bacon 
6. Toast 


Beet bouillon (ft 29) 


8. 
9. 
0. 


Crisp crackers 

Stuffed pork chop 

Baked veal chop 

Parsley potatoes 

Noodles 

Stewed tomatoes 

Green beans 

Apple, raisin and celery 
salad 

Cream mayonnaise 

Baked coconut custard 

Baked custard 

Lemon and lime gelatin 
cubes 


. Fresh apple 
. Tomato juice 


. Pepper pot soup (tft 46) 
. Saltines 

. Creamed chipped beef 
. Minced beef 

. Broiled steak 

. Baked potato 

. Green peas 

. Head lettuce salad 

. Thousand Island dressing 
. Cherry crisp 

. Pear in cherry gelatin 
. Baked custard 

. Unsweetened canned 


35. 
. Potato rolls (ft 88) 


cherries 
Orange juice 


February 10 


. Banana 
. Pineapple juice 
. Corn flakes or brown 


l 
2 
3 
4. 
5 
6 


granular wheat cereal 
Soft cooked egg 
Link sausages 


. Bran muffins (ft 67) 


8. 


— 


Chicken broth 

Saltines 

Roast leg of lamb 

Roast lamb 

Mashed potatoes 

Riced potatoes 

Sauteed parsnips 
Asparagus tips 

Raw vegetable salad bow! 
Russian dressing (t 242) 
Chocolate sundae 
Chocolate sundae 
Lemon ice 

Fresh pineapple cup 
Apricot nectar 


22. Vegetable soup (1 34) 


23. 


24. 


Crisp crackers 
Creamed chicken on fluffy 
rice 
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“NABISCO 


PREMIUM 
SALTINE 
CRACKERS 


INDIVIDUALS” 


wy 
a’ 


‘ 


PER SERVING 


in handy moistureproof packets 


You'll be cutting food costs by reducing waste when you serve 
PREMIUM SALTINE CRACKERS this new modern way. 


@ Each package contains the right-sized portion for the average serving. 


@ Fresher . . . no waste caused by staleness or sogginess . . . always fresh and oven crisp. 


@ Less breakage...no waste in handling unused loose crackers and bottom-of-the-box pieces. 


@ Easier to handle...saves time and assures faster service and more appetizing appearance. 


OTHER FAMOUS “NABISCO INDIVIDUALS” 


FOUNTAIN 
TREATS 


less than 
per serving 


SEND FOR NEW FREE BOOKLET 
packed with ideas on how to increase sales 
and cut food cost with NABISCO prod- 
ucts including: PREMIUM Saltine 
Crackers * FOUNTAIN TREATS + 
DANDY OYSTER CRACKERS + 
RITZ CRACKERS + OREO Creme 
Sandwich * TRISCUIT Wafers ® 


A PRODUCT OF 
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CRACKERS 


only 
per serving 


National Biscuit Co., Dept. 26,449 W. 14th St., New York 14, N.Y. 
Kindly send your booklet 


City Zone State. 


NATIONAL BISCUIT COMPANY 
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. 
ONG CRACKERS 
ess than 2¢ 
(usiscd 


25. Creamed chicken 

26. Hot sliced chicken 

27. Fluffy rice 

2s. Sileed carrots 

29. Pink and white grapefruit 
salnd 

30. Clear French dressing 

31. Prune cake with seafoum 
frosting (1 269, 283) 

32. Canned Royal Anne 
cherries 

33. Vanilla rennet-custard 

34. Fresh pear 

35. Cranberry juice 


36. Bread 
February 11 
1. Sileed oranges 
2. Tomato juice 
3. Farina or bran fakes 
4. Poached exe 
5. Bacon 
6. Toast 
7. Essence of celery soup 
Crisp crackers 
%. Stuffed breast of veal 
10. Veal patties 
ll. Baked sweetpotato 
12. Parsley potatoes 
13. Breeecoli with lemon butter 
14. Sliced beets 
15. Cranberry jewel salad 
16. Cream mayonnaise 
17. Apricot cobbler with 


whipped cream (1 355) 

1s. Baked custard with apricot 
puree 

19. Pineapple whip 

20. Unsweetened canned 
apricots 

21. Blended citrus juice 


22. Corn chowder supreme 

23. Oyster crackers 

24. Beef hincult roll (ft 126) 

25. Beef biscuit roll 

26. Cold roast beef 

27. Riced potatoes 

28. Green peas 

29. Cabbage, carrot and green 
pepper salad 

30. Olive French dressing 

$1. Grapenut lemon puff (ft 341) 

82. Orange sections 

$3. Lemon chiffon pudding 

34. Unsweetened canned 
boysenberries 

35. Cherry nectar 

36. Corn muffins (ft 69) 


February 12 


l. Banana 
2. Blended citrus juice 
3. Puffed wheat or oatmeal 
4. Serambled exe 
5. Bacon 
6. Tenat 
7. Temateo boultllion 
8. Cheese crackers 
%. Country fried cubed steak 
10. Brotled steak 
ll. Whipped potatoes 
12. Whipped potatoes 
13. Glased onions or carrots 
14. Quartered carrots 
15. Stieed lettuce salad 
16. Thousand Island dressing 
17. Baked apple tapioca with 
whipped cream 
18. Baked apple tapioca with 
whipped cream (fT 350) 
19. Strawberry 
20. Unsweetened canned fruit 
cocktail 
21. Grapefruit juice 
22. weg? of mushroom soup 
4) 
23. Metba tonat 
24. Seanlloped potatoes with 
ham—watermelon pickle 
25. Broiled lamb chop 
26. Broiled lamb chop 
27. Lattice sliced potatoes 
28. Fresh spinach 
29. Layer orange cottage 
cheese salnd 
30. French dressing 
31. Cheeolate marshmallow roll 


32. Coffee gelatin 

33. Coffee gelatin 

34. Unsweetened canned plums 
35. Pineapple juice 

36. Bread 


February 13 


. Grapefruit 
juice 
Varina or wheat and bariey 
kernels 
Soft cooked 
Bacon 
. Sally Lunn (Tf 1) 


Southern bisaue (1 5!) 

Saltines 

Brotled halibut steak 

Broiled halibut steak 

Mashed potatoes 

Riced potatoes 

French style green beans 

. French style green beans 

Cole slaw 

. Sour cream dressing 

. Lemon chiffon pie (1 324) 

. Vanilla blane mange, 

cherry juice sauce 

19. Cherry sponge 

20. Unsweetened canned dark 
cherries 

21. Orange juice 


22. Cream of spinach soup 
(7 49) 

Toast aticks 

Tuna fish salad—potate 
chips 

Creamed tuna fish—peas 

Low fat tuna on lettuce 
with lemon-—peas 

Baked potato 


a 


Carrot sticks—radishes 


31. Fresh pineapple 

32. Raspberry gelatin with 
sliced bananas 

33. Vanilla blanc mange with 
cherry juice 

34. Fresh pineapple 

35. Apricot nectar 

36. Parker house rolls 


February 14 


1. Orange luice 

2. Orange juice 

3. Crisp rice cereal or rolled 
wheat 

4. Sernambled ex« 

5. Link sausages 

6. Toast 
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Ruby consomme (i 32) 
Crisp crackers 
Baked sliced ham piquant 
(t 145) 
Broiled lamb chop 
Creamed whole potatoes 
Parsley potatoes 
Green lima beans 
Latticed beets 
Molded heart salnd 
Mayonnaise 
. Frozen raspberry shortcake 
Lemon snow with custard 
sauce 
Lemon snow 
Unsweetened canned 
peaches 
1. Lemonade 
22. Pineapple juice with 
raspberry sherbet 


24. Venl Rosettes (1 154) 

25. Bacon curls—asparagus 

26. Broiled beef patties— 
asparagus 

Baked sweetpotato 

29. Hend lettuce salad 

30. Chiffonade dressing (1 

31. Peppermint ice cream— 
valentine cookie 

32. Peppermint ice cream— 
valentine cookie 

33. Baked custard 

34. Unsweetened fruit compote 

35. Chicken bouillon 

36. Bread 


| 


twee 


* Roman numerals indicate pamphlet number of “Recipes for 
Quantity Service,” published by the United States Department of 
Agriculture, Washffigton, D. C. Free copies are available to hos- 
pital dietitians by writing the Editorial Department of Hosprrats, 


18 East Division Street, Chicago 10. 


t Arabic numerals indicate 


ge on which recipe may be found 


in “Large Quantity Recipes,” by Margaret E. Terrell. Philadelphia, 


J. B. Lippincott. $7. 
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February 15 


. Temateo juice 

. Tomato juice 

Oatmeal or corn flakes 
Poached ex« 

Bacon 

Raisin toast 


| 


Consomme 

. Saltines 

. Fried chicken (1 155) 
Broiled chicken 

. Baked potatoe 

Baked potato 

. Fresh spinach 

Fresh spinach 

Apricot au natural salad 
Cream mayonnaise 
Chocolate chip ice cream 
(hocolate chip ice cream 
. Raspberry ice 

20. Half grapefruit 

21. Grapefruit juice 


22. Cream of pea soup 


23. Crisp crackers 

24. Fluffy cheese-rice omelet 
102) 

25. Fluffy cheese-rice omelet 

26. Cottage cheese on lettuce 

27. Noodles (omit on Soft Diet) 

2s. Green beans 

29. Slieed orange salad 

30. Parisian dressing 

31. Anmgel food cake (1 275) 

32. Canned peaches—angel 
food cake 

33. Chocolate rennet-custard 

34. Unsweetened canned pear 

35. Cranberry juice 

36. Brea 


February 16 


. Grapefruit 

. Grapefruit juice 

Bran flakes or farina 

Soft cooked ez« 

Bacon 

Biscuits 

Mushroom bouillon 

Whole wheat wafers 

Meat loaf (ft 127) 

. Meat pattie 

Scalloped potatoes 

Parsley potatoes 

Paprika caulifiower 

Julienne carrots 

Pear aud stuffed date salad 

Mayonnaise 

Apple cheese crisp (1 347) 

. Apple cheese crisp 

. Pineapple whip 

. Minted fresh pineapple cup 

Limeade 

22. Mulligatawny soup (I 44) 

23. Saltines 

24. Het pork sand wich—peas 

in mashed potato nests 

25. Minced turkey casserole 
with topping——peas 

26. Hot sliced turkey 

27. Riced potatoes (omit on 

Soft Diet) 

23, ————- 

+4 Celery hearts and radishes 

0. 

31. Fresh pineapple-cupcakes 

32. Pear in lime gelatin 

33. Lime gelatin cubes 

34. Fresh pear 

35. Mixed fruit juice 


36. 
February 17 
1. Blended citrus juice 
2. Blended citrus juice 
3. Brown granular wheat 
cereal or crisp rice cereal 
4. Serambled ex« 
5. Bacon 
6. Toast 
Julienne vegetable soup 
%. Baked breaded veal cutlet 
10. Baked liver 
ll. Petatees with parsley 
cream sauce 
12. Baked potato 
13. Spleed beets 
14. Sliced beets 
15. Carolina salad 
cabbage and raisin) 
212) 
16. Soeur cream dressing 
17. Custard pie (* VI) 
18. Peach floating island 
19. Whipped lemon gelatin 
20. Unsweetened canned 


apricots 


22. Cream of carrot soup 
23. Melba tonst 
24. Spanish meat balla (1 125) 
25 eat and rice balls, tomato 
puree sauce 
26. Cold roast lamb 
27. Baked sweetpotato 
28. Fresh spinach 
29. Tangerine and grapefruit 
sala 
50. French dressing 
31. Crackers, cream cheese, 
guava jelly 
32. Crackers, cottage cheese, 
guava jelly 
33. Floating island 
34. Unsweetened Royal Anne 
cherries 
35. Cranberry juice 
36. Hot rolls 
February 18 
1. Sliced oranges 
2. Orange juice 
3. Wheat flakes or oatmen! 
4. Seft cooked ex« 
5. Grilled ham 
6. Raisin bread toast 
7. Temate beulllion 
Saltines 
%. Turkey creole 
10. Roast turkey 
ll. Steamed rice 
12. Steamed rice 
13. Asparagus tips 
14. Asparagus tips 
15. Progen fruit salad 
14. 
17. Cheoeolate cake squares 
(1 262) with mocha icing 
(ft 280) 
18. Chocolate cake squares 
19. Mocha sponge 
20. Grapefruit sections 
21. Grapefruit juice 
22. Oyster bisque (ft 45) 
23. Oyster crackers 
24. Brown fricassee of veal 


(ft 152) 


5. Cottage cheese on lettuce 
Cottage cheese on lettuce 
7. Stuffed baked potatoes 

. Quartered carrots 

. Celery sticks 


. Canned boysenberries 
. Canned fruit cup 
. Baked custard 


Unsweetened fruit cocktail 


5. Fruitade 
36. 


Butterscotch pecan buns 


February 19 


1. 


3. 
4. 


5. 
6. 


Grapefruit juice 

Grapefruit juice 

Hominy or wheat and 
barley kernels 

Poached egg (omit on 
Normal Diet) 

Link sausages 

French toast with syrup 


7. 


8 


9. 


Consomme 


Crisp crackers 


Reast leg of lamb (1 1°59) 
Roast leg of lamb 

French fried potatoes 
Paprika potato balls 
Tomatoes and pear! onions 
Mashed squash 

Tossed green salad 
Vinegar-oll dressing 


. Chilled pear half with 


custard sauce 


. Chilled pear half with 


custard sauce 


. Cranberry sherbet 


(no cream) 
Delicious apple 


. Orange juice 


. Chicken soup (Tf 4!) 
. Saltines 
. Sweetpotato and apple 


scallop—Canadian bacon 
(7116) 


. Creamed chicken and 


noodles—green peas 


. Baked veal chop—egreert 
peas 
. Noodles (omit on Seft Diet) 


Cabbage and green pepper 


. Sour cream dressing 
. Raspberry sherbet—vanilia 


wafers 


. Canned peaches 
. Soft custard 
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Serve Armour Sliced Beef Liver 
and put an end to fuss ’n’ muss! 


Beef liver is on your menu. Make sure it’s at the peak of freshness 
and convenient to handle. Order Armour Fresh Frosted Sliced 
Beef Liver! You get a whole sliced beef liver per package, with 
all slices uniform in thickness. 


Your kitchen staff is spared the fuss and muss of slicing the 
liver. What's more, you save time, too, because there's no de- 
frosting necessary. All you do is remove the number of slices 
needed for the meal—the remainder stays in the box, fresh frosted. 


And, of course, the Armour label tells you that it’s top quality 
liver. So, ask your Armour salesman today for Armour Fresh 
Frosted Sliced Beef Liver and other convenient Armour Fresh 
Frosted Meats. 


Hotel and Institutions Department 
Armour and Company 
General Offices: Chicago 9, Illinois 
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Just what the doctor ordered- 
and Armour delivers sliced! 
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24. Unsweetened canned 
peaches 

35. Pear nectar 

36. Bread 


February 20 


. Fresh pineapple 

. Blended citrus juice 

. Corn fakes or rolled wheat 

Scrambled 

Bacon 

Toast 

. Spring soup (1 52) 

Saltines 

Haddock fillets a la Creole 

. Baked haddock 

Mashed potatoes 

. Cubed potatoes 

Green Lima beans 

. Chopped spinach 

. Pineapple and cottage 
cheese salad (1 220) 

Banana shortenke with 
whipped cream (1 351) 

sponge with 

whipped cream 

. Grape sponge 

. Unsweetened fruit compote 

. Grapefruit juice 


— 


22. Rhode Isiand clam chowder 
(t 37) 


23. Oyster crackers 

24. Fruit salad—cream cheese 
sandwich 

25. Omelet—+sliced beets 

26. Omelet—sliced beets 

27. Baked potato 

23. 

+ Raw vegetables 

31. Baked cherry rhubarb— 
peanut butter cookies 
(ft 284) 

82. Banana and orange cup 

33. Vanilla blanc mange with 
apricot nectar 

34. Banana and orange cup 

35. Pineapple juice 


February 21 

Orange halves 

. Orange juice 

Oatmeal or puffed wheat 
Poached egg 

Bacon 

Whole wheat date muffins 
Beef noodle soup 

Crisp crackers 

Pot Hoast of beef 

Pot roast of beef 

Mashed potatoes 

. Riced potatoes 

Turnip greens 

. Sliced carrots 

. Grapefrult and cranberry 
salad 


. Pleating isiand (ft 339) 
Floating island 

. Lime gelatin 

. Fresh pineapple 

. Tomato juice 


NS ew 


22. Split pea soup (1 46) 

23. Croutons 

24. Shepherd’s ple (* VI) 

25. Lamb patties 

26. Lamb patties 

27. Whipped potatoes 

28. Green beans 

29. Tomato salad 

30. French dressing 

31. Peach cobbler (1 354) 

32. Canned peeled apricots 

83. Soft custard 

84. Unsweetened canned 
apricots 

85. Apple juice 

36. Bread 


February 22 


1. Banana 

2. Blended fruit juice 

8. Shredded wheat or farina 
4. Serambled exe 

5. Link sausages 


6. Coffee cake (ft 74) 


. Consomme 

. Saltines 

. Baked Virginia ham (1 146) 
. Roast chicken 

. Mashed potatoes 

. Riced potatoes 

. Green peas 

Green peas 

Waldorf salad 215) 


Strawberry ice cream 

. Raspberry ice 

. Raspberry ice 

. Unsweetened canned dark 
cherries 

21. Grapefruit juice 


22. Oniton-tomate soup (* V1) 

23. Crisp erackers 

24. Assorted cold cuts—- 
marinated cooked 
vegetable salad 

25. Minced beef sandwich— 
each half-on tender 
ettuce 

26. Cold sliced beef—-hot spiced 
eets 

27. Spinach 

38. 

+4 Stuffed celery 

31. Cherry delight cake with 
whipped cream (1 262) 

32. Sliced banana in apricot 
nectar 

33. Baked custard 

34. Fresh pineapple 

35. Mixed fruit juice 

36. Rye bread 


February 23 


. Orange juice 
. Orange juice 
. Brown granular wheat 
cereal or corn flakes 
. Poached 
Grilled ham 
Toast 


. Beef bouillon (ft 29) 

. Crisp crackers 

. Veal birds with mushroom 

sauce 152) 

. Baked veal steak 

. Sealloped potatoes 

. Noodles 

Glazed carrots 

. Sliced carrots 

Perfection salad ({ 224) 

Horse-radish salad 
dressing (1 240) 

Caramel pecan ple (ft 313) 

. Canned fruit gelatin 

. Strawberry gelatin 

Unsweetened canned fruit 
cocktail 

. Blended citrus julee 


te to 


. Chicken giblet soup with 
rice (ft 30) 
. Saltines 
. Asparagus on toast with 
cheese sauce—bacon atop 

25. Welsh rarebit on toast-— 
bacon atop——asparagus 

26. Cold sliced chicken— 
asparagus 

Baked potato 

28. 

29. Grapefruit and red apple 
salad 214) 

30. French dressing 

31. Prune whip (f 360) 

32. Prune whip 

33. Raspberry rennet-custard 

34. Unsweetened canned plums 

35. Pineapple juice 

36. Bread 


te 
w 


to 


February 24 

. Blended citrus juice 

. Blended citrus juice 
Wheat flakes or oatmeal 
Soft cooked ecg 

Bacon 

Corn muffins (1 68) 


. Temato bouillon 
Melba toast 
. Braised liver 


Hoe 


* Roman numerals indicate pamphlet number of “Recipes for 
Quantity Service,” published by the United States Department of 
Agriculture, Washington, D. C. Free copies are available to hos- 
pital dietitians by writing the Editorial Department of Hospirats, 
18 East Division Street, Chicago 10. 


t Arabic numerals indicate pa 
y 
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e on which recipe may be found 


rgaret E. Terrell. Philadelphia, 


10. Broiled liver 

ll. Paprika potatoes 

12. Paprika potatoes 

13. Fried eggplant 

14. Spinach with lemon 

15. Head lettuce salad 

16. Savery dressing (1 243) 

17. Applesnuce cake with 

lemon icing (1 260) 

18. Pineapple whip with 
custard sauce 

19. Pineapple whip (tf 367) 

20. Unsweetened canned 
peaches 

21. Orange juice 

22. Lentil soup (ft 42) 

23. Crisp crackers 

24. Turkey-macaroni 
ecnsserole (* VI) 

25. Turkey-macaroni 
casserole 

26. Hot sliced turkey— 
whipped potatoes 


28. Dieed yellow squash 

29. Cabbage, carrot and green 
pepper salad 

30. Tarragon dressing 

$1. Fresh fruit cup—corn fl|ake 
macaroons (ft 293 

32. Baked apple tapioca (ft 350) 

23. Soft custard 

34. Unsweetened canned pears 

35. Cherry nectar 

36. Oatmeal roll« 


February 25 


. Grapefruit 

. Apricot nectar with lemon 

Rolled wheat or crisp rice 
cereal 

. Serambled 

Grilled Canadian bacon 

Toast 

Alphabet soup 

. Saltines 

. Beef stew (1 137) 

. Broiled cod fillets 

. Toasted baked potatoes 

(t 204) 
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. Whipped potatoes 
Harvard beets 

. Sliced beets 

Peach and pineapple salad 
Chantilly dressing 
Caramel! nut sundae 

. Caramel sundae 

. Lemon ice 

. Sliced orange 

. Blended citrus juice 


22. Cream of spinach soup 
(ft 49) 


23. Croutons 

24. Spaghetti and cheese loaf 
with mushroom sauce 
(t 108) 

25. Creamed eggs 

26. Fluffy omelet 

27. Baked potato 

28. Green peas 

29. Tomato section salad 

30. Herb French dressing 

31. Stewed cherry rhubarb 

32. Canned peaches 

33. Chocolate rennet-custard 

34. Fresh pineanple cup 

25. Peach and pineapple nectar 

36. Orange raisin rolls 


February 26 


1. Tomato juice 

. Tomato juice 

. Bran finkes or farina 
. Soft cooked egg 
Bacon 

. Cimnamon buns (tf 66) 


Cream of asparagus soup 

Toast aticks 

Roast loin of pork (t 141) 

. Roast lamb 

Candied sweetpotatoes 

Parsley potatoes 

. Caulifiower 

. Sliced carrots 

. Banana nut salad 

Cream mayonnaise 

. Strawherry gelatin with 
whipped cream 

. Strawberry gelatin with 
whipped cream 

. Strawberry whip 

. Grapefruit and strawberry 


cup 
21. Grapefruit juice 


22. Orange juice with lemon 
sherbet 


24. Braised beef cubes with 
noodles 


wo“ 
of 


25. Braised beef cubes with 
noodles 

26. Baked beef patties 

27. Noodles (omit on Soft Diet) 

28. Green beans 

29. Redand green cabbage 
salad 

30. Sour cream dressing 

31. Honey-nut spice cake 
(* VI) 

32. Royal Anne cherries 

33. Bavarian cream (tft 362) 

34. Unsweetened Royal Anne 
cherries 

35. Beef bouillon 

36. French bread 


February 27 


1. Slieed oranges 
2. Grapefruit juice 
4’. Hominy or shredded wheat 
4. Poached egg 
5. Bacon 
6. Toast 
7. Clam chowder (1 358) 
Oyster crackers 
9. Salmon loaf with parsley 
cream sauce (ft 170) 
10. Baked salmon steak 
ll. Paprika potatoes 
12. Paprika potatoes 
13. Spinach with lemon wedge 
14. Spinach with lemon wedge 
15. Stuffed prune salad 
16. Maraschino French 
dressing 
17. Devil’s food pudding with 
lice cream sauce 378) 
18. Devil's food pudding with 
ice cream sauce 
19. Grape juice gelatin 
Unsweetened canned fruit 
compote 
21. Apricot nectar 


22. Black bean soup, grated 
exe, lemon slice 

23. Saltines 

24. Sardines on crackers, 
potato salad, tomato 
aspic on lettuce 

25. Canned peach on lettuce—- 

tuna fish sandwich 

26. Stuffed tomato salad with 
low fat tuna 

27. Baked potato (omit on 


(Soft Diet) 
Asparagus tips 


31. Baked apple 

32. Applesauce 

33. Baked custard 

34. Unsweetened canned 
applesauce 

35. Pineapple juice 

36. Cloverleaf rolls 


February 28 
l. Bananas 
2. Blended citrus juice 
3. Puffed wheat or brown 


granular wheat cereal 
Scrambled exe 
Link sausages 
Toast 


. Vegetable soup (1 34) 

Saltines 

Roast leg of lamb 

. Roast leg of lamb 

Mashed potatoes 

. Whipped potatoes 

. Sauteed parsnips 

. Julienne beets 

Mixed green salad 

. French dressing 

. Lattice rhubarb and 

atrawhberry ple 

. Lemon snow pudding with 
custard sauce 

Lemon snow pudding 

Unsweetened canned pears 

. Orange juice 
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Cream of chicken soup 

. Crisp crackers 

24. Veal and pork goulash 
(t 153) 

25. Creamed sweetbreads 

26. Cold sliced veal 

27. New potatoes 

28. Sliced carrots 

29. Grapefruit and red apple 
salad 

30. French dressing 

31. Blueberry pudding (f 352) 

32. Sliced banana in cranberry 
juice 

33. Raspberry gelatin with 
custard sauce 

34. Unsweetened canned plums 

35. Fruitade 

36. Bread 


HOSPITALS 
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Clean 


Plate Clean Plate 


Hobart Charts the Way to Peak 


Kitchen Efficiency 


Plan your kitchen for superior 
production efficiency with Hobart 
products designed to bring highest 
standards to the job. Increased 
production is the watchword today 
—and that is based on food and 
kitchen machine performance! 


You can find every machine 
shown here proudly wearing a 
Hobart nameplate—every one de- 


signed, manufactured, guaranteed 


and serviced by the oldest name in 
the business. You'll find most of 
them in a wide range of capacities 
and sizes—to bring you peak 
efficiency. And you'll find every 
one of them clean in design and 
clean in performance—so care- 
fully designed and ruggedly built 
that many kitchen operators still 
use Hobart products over 20 years 
old. And it’s seldom that any of 
them replace a Hobart with any- 
thing but a new Hobart. Let your 
convenient local Hobart representa- 
tion chart your path to peak kitchen 
efficiency. Just call... The Hobart 
Manufacturing Co., Troy, Ohio. 


Trade Mark of Quality for over 50 years 


Hobart 


Machines 


THE HOBART MANUFACTURING COMPANY 
TROY, OHIO 
The World’s Largest Manutacturer of Food, Kitchen 
and Dishwashing Machines 
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Production rates laundry managers 


can expect from their equipment 


HEYWOOD M. WILEY 


AUNDRY MANAGERS should know 

what production they have a 
right to expect from the various 
pieces of laundry machinery under 
normal working conditions. 

Standard production is the rate 
at which a normal average worker 
performs at an average rate of 
speed under average working con- 
ditions and, as a result, produces 
an average daily production of av- 
erage quality. This definition quite 
definitely associates worker and 
machine in order to obtain stand- 
ard production data. 

Hospital laundries do not cus- 
tomarily have an incentive plan 
whereby employees can decide how 
large their pay envelope will be. 
Nor do they have complete pro- 
duction schedules or control. They 
do what work is to be done and 
make every effort to keep the 
house adequately supplied with 
clean linens. Whether the laundry 
manager is aware of it or not, his 
over-all production is paced by the 
production of his slowest worker 
or unit. 

To correct a situation of this 
kind, it will be necessary for him 
to distribute the work in such a 
manner that each person or unit 
will have an equal share and will 
be required to do the work allotted 
to him. 

A definition of uniform or nor- 
mal working conditions is needed 
at this point. Without going into 
too much detail, suffice it to say 
that a hospital laundry which pro- 
duces 30 pounds per man-hour of 
work, including supervision, jani- 
torial tasks and the cleaning of ma- 


Mr. Wiley is the laundry manager of 
Girard College, Philadelphia. This article 
is adapted from an address given at the 
American Hospital Association's Laundry 
Institute, Detroit, December 1 
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chines, would be rated as approxi- 
mating normal working conditions. 

To accomplish this amount of 
work, there should be sufficient hot 
and cold water supply, the hot wa- 
ter kept at 180°F., with sufficient 
volume and pressure to fill one 
washwheel—or 40 per cent of the 
total number of washwheels to the 
rinse level in one minute. Steam 
should be of sufficient volume and at 
a minimum of 100 pounds pressure 
to keep all ironing surfaces heated 
to a minimum of 330°F. Working 
with a lower pressure or volume 
can mean 70 per cent to 100 per 
cent increase in the time neces- 
sary to dry the work being ironed. 
Adequate sewers and uniform air 
pressure for operating are also 
prime requisites. 


WASHING AND EXTRACTING 


Standard washing and extrac- 
tion figures of production are 250 
and 300 pounds per operator per 
hour. If each operator only loads, 
washes, pulls and extracts, the fig- 
ure expressed is a good one. Most 
washroom crews, however, sort, 
classify and do other miscellaneous 
tasks beside washing and extract- 
ing. Therefore in the convention- 
ally equipped washroom, based 
upon personal knowledge of nor- 
mal conditions, the figure of 180 
to 200 pounds per operator hour 
for washing and extraction is more 
likely. 

Washwheel production is based on 
the size of machines and the length 
of formulas. Manufacturer’s figures 
for capacity are based on a mathe- 
matical formula. The cubical con- 
tent of the machine is multiplied 
by five pounds of dry linens per 
cubic foot in metal cylinders and 


four in wood cylinders. The 42” 
x 84” metal washwheel is rated at 
350 pounds dry weight of linens. 
The practical laundryman has al- 
ways disparaged this figure and 
says 300 pounds is the correct load. 
I agree with the latter figure. 

The laundry manager may dis- 
regard the standard production 
figure for washing and extracting 
and figure one load per hour per 
washwheel. In hospital laundry 
work one hour will cover sorting, 
classifying, loading, washing and 
pulling each load. 

The size of the extractor should 
be the equivalent of the dry weight 
of the pocket divisions of the wash- 
wheels. For example, a 42” x 84” 
washwheel or washwheels indi- 
cates 40” open top extractors. If the 
laundry has an unloading type 42” 
x 84” washwheel, the 50” extractor 
(305 pound capacity) with remov- 
able basket is indicated. If there 
is a 42” x 96” washwheel, then the 
54” extractor (375 pounds capaci- 
ty) with removable basket is in- 
dicated. 

Some laundries have the 60” ex- 
tractor with a dry weight capacity 
of 450 pounds plus monorail and 
hoist. It takes at least: the mini- 
mum of three washwheels to one 
extractor of the automatic type, 
therefore in an eight hour day 
three 42” x 84” washwheels and 
one 50” unloading type extractor 
could take care of 7,200 pounds of 
laundry. For the ultimate benefits, 
run the monorail to in front of the 
flatwork ironer and dry tumblers. 
A 500-600 bed hospital would find 
this number of machines adequate 
plus a small washwheel 36” x 36” 
or a 42” x 36” for special lots and a 
28” x 30” solid curb-type extractor. 


DRY TUMBLERS 


Dry tumblers are built in a ca- 
pacity range of between 40 pounds 
and 300 pounds each per hour. The 
smaller sizes evaporate moisture 
at the rate of one half pound per 
minute, and this rate increases 
with the size up to the largest tum- 
bler which will evaporate 2% 
pounds per minute. 

Best tumbler production is at- 
tained when load sizes are 80 per 
cent of manufacturer’s recommen- 
dations and actual drying time is 
watchted closely to prevent unnec- 
essary tumbler operation. 
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One person can load and pull 
three small open-end dry tumblers 
(up to 36” x 30”) and at the same 
time fold a minimum of 100 pounds 
of mixed wearing apparel or a 
maximum of 125 pounds. I believe 
that when you get beyond four 
36” x 30” open-end type tumblers, 
you have reached the point where 
large single capacity machines are 
indicated. 

Instead of loading and pulling 
every 742 minutes, in order to ob- 
tain 200 pounds of dried work and 
the consequent disruption of fold- 
ing because of the loading and 
pulling of the small capacity ma- 
chines, the time would be cut in 
half by installing the larger 42” x 
42” dry tumbler or the 42” x 90” 
size if the laundry’s volume war- 
rants it. The critical point again, 
in my opinion, for this considera- 
tion is when dry tumbled work ex- 
ceeds 600 pounds in an eight-hour 
day. One operator on a single type 
of rough dried work such as a 
bath towel can fold 400 to 500 
pounds per hour working at aver- 
age speed. 


FLATWORK IRONER 


In discussing flatwork ironer 
production, one cannot say that an 
8-roll flatwork ironer with an au- 
tomatic shaker and folder can give 
18-20 sheets per minute when run 
at its maximum speed without 
qualifying everything that would 
make this possible, such as extrac- 
tion, size of sheets, operators and 
steam available. The last men- 
tioned would have to be good and 
at 125 pounds pressure. 

Published production figures are 
based on so-called standard condi- 
tions and supposedly average type 
operators. In the average hospital 
laundry, however, where a 6-roll 
machine is replaced with an 8- 
roll machine, the increase in pro- 
duction expected is seldom notice- 
able, because the operators have 
more control over production than 
the machine. Greater output is 
usually the result of other added 
accessories such as a shaker or a 
folder and the average laundry 
worker gets lost in the confusion. 
Practical experience has proven the 
foregoing to be the average case, 
and the same conditions hold true 
where a 30” cylinder type machine 
is replaced with a similar type of 
36”. 
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Production at various speeds with seven flatwork operators. 


Classification 


Sheets (1.5 Ibs.) 
Hand towels (.17 Ibs.) 
Table linen (.69 Ibs.) 
Spreads (2.34 Ibs.) 
Pillow cases (.3 Ibs.) 


Flatwork ironer production is 
based on: 


1. Type of equipment. 

2. Accessories. 

3. Steam pressure. 

4. Surface temperature. 

5. le} Speed of machine. 
b) Operators. 


Emphasis should be placed on 
item No. 5. The laundry manager 
can have all the conditions that are 
conducive to good production but 
the list is reversed if one is looking 
for the most important factor, all 
other things being equal. It is 
therefore compulsory that flatwork 
production figures be based on the 
pounds or pieces per operator hour, 
and not on machines or the speed 
at which they are run and not on 
their maximum capacity. 

From observation and practical 
experience I have found that an 8- 
roll flatwork ironer equipped with 
a folder will give an average pro- 
duction of 60 pounds per operator 
per hour in normal hospital oper- 
ation. If the laundry’s volume is 
sufficient to keep such a machine 
on sheets only, with proper steam 
one can get 14 sheets per minute 
or more according to conditions. 

The over-all average hospital 
laundry production on 6 and 8-roll 
flatwork ironers is approximately 
50 pounds per operator per hour. 
In addition to this average figure 


Table 1 
Feet per minute 
32 
27.8 34.7 66.6 
270.0 
34.0 37.46 
14.4 16.9 53.9 (1.28 Ibs.) 


104.0 


for sixes and eights, the over-all 
average for all types and sizes of 
flatwork ironers in all hospitals is 
in the neighborhood of 36 pounds 
per operator per hour. 

The speed of an ironer is more 
important than its size, thus two 
ironers running at the same speed 
will produce the same amount of 
work. The ratio of production to 
operators is constant to crews as 
low as five—fewer than five on a 
flatwork ironer is not practical nor 
economical. Of course this is for 
flatwork ironers of four rolls or 
more. Speed of the ironer depends 
on its drying capacity. 

Production of small pieces is an 
item of interest and depends on 
the operator. Miscellaneous small 
pieces, however, can be figured as 
between 175 and 200 pieces per 
operator per hour. 

Unless the laundry manager is 
able to get good drying at a mini- 
mum speed of 60 feet per minute, 
automatic shakers and folders 
should be considered. 

As is true of the chest type of 
different sizes of roll, a 30” or a 36” 
cylinder type ironer gives approx- 
imately the same production in a 
hospital laundry. Top figure for 
both machines is 50 pounds per 
hour per operator with the aver- 
age being nearer the 40 pound 


Average press production for several operators. 


Graduate nurses uniforms (only one operator 
attains this figure, the average is about 20 


per hour.) 
Student nurses uniforms 
Technicians uniforms (varied styles) 
Maids uniforms (varied styles) 
Doctors white pants 
Doctors white coats (short) 
Long white laboratory coats 
Interns uniform shirts 


Table 2 

no folding 25 per hour 
no folding 20-26 per hour 
no folding 12-13 per hour 
folded 16-17 per hour 
folded 16-18 per hour 
folded 15-16 per hour 
folded 12-14 per hour 
folded 13-14 per hour 
125 


Table 3 


Figures for actual labor cost per pound (600-bed hospital). 


Work classification Labor cost only per pound 
Collecting soiled linens and washroom $.004767 
Flatwork ironing 00991 

Dry tumbling and folding 003998 

Linen room sorting, classifying, distribution and delivery pressing © 0954 

Night porters, cleaning, etc. | ‘ 3 ... 00125 
Management, 


mark. A 4-roll flatwork ironer has 
a capacity of approximately 30 
pounds per operator per hour. 

Believing that a 6-roll ironer is 
the most common one in hospital 
laundries, the following figures are 
average standard production rates 
on such an ironer with seven oper- 
ators, using variable speed control 
to get drying in one pass. 


Pieces Lbs. per 
Item per hr. hr. 
27 
She 60 
Pillow cases . a 9 46 
52 
Table linen .. 60 


See in the drying tum- 
bler of heavier pieces such as 
spreads, mattress covers or pillow 
cases will increase production of 
these items 75-100 per cent. Prop- 
erly conditioned, the speed of the 
ironer need not be changed, the 
difference, however, will be the 
weight of the items handled in the 
case of spreads and like pieces and 


in the volume for pillow cases. The | 


items that are pre-conditioned 
would require additional help to 
shake out in order to put the full 
crew detailed to the ironer feeding 
and folding. 

Conditioning in drying tumblers 
takes practice on the part of the 
dry tumbler operator as there is 
no set time for running spreads 
or pillow cases to allow them to 
get dry enough. When the point is 
reached where there is just suffi- 
cient moisture for good ironing, the 
dry tumbling is stopped. Work 
should be ironed immediately to 
prevent more drying due to con- 
tact with contained heat. 

‘If the laundry is getting better 
production than the figure present- 
ed here, then the laundry is above 
the average plant. If the laundry is 
one which, due to an unfortunate 
set of circumstances, is below the 
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standard figures, an attempt should 
be made to plan the work better, to 
make better classification and to see 
that all pieces are butted when be- 
ing fed into the ironer. Check for 
good padding and steam condi- 
tions; condition the heavy work to 
give more poundage per hour and 
keep the full crew busy at all times. 
Alternate the workers from one 
position to another so that each is 
qualified to do the other’s job. This 
is important for in the event that 
a feeder or folder is absent, there 
will be experienced and qualified 
substitutes available. 


Whether the laundry has one 
press, one utility unit or ten utility 
units, operators are the important 
factor. Press production could 
probably be summed up by simply 
stating that one press operator pro- 
vided with three presses—two 
mushrooms and one 54” tapered 
press — should produce 13-14 
pounds per hour of mixed wearing 
apparel or between 15-20 pounds 
of standardized items such as 
nurses’ uniforms, white coats and 
trousers, or white laboratory coats. 
These are average standard pro- 
duction figures and still maintain. 

There are many claims made, 
some of which indicate super pro- 
duction. I made a study of press 
production under normal operating 
conditions to obtain facts, not just 
figures. Working together with the 
laundry manager in a 600-bed hos- 
pital, we found that the average 
press production in pieces over a 
full year for one operation on a 
three press utility press unit was 
14.57 pieces per hour or 14.26 
pounds per hour per operator. This 
figure is average for all types of 
work. Table 2 gives average pro- 
duction for several operators. 

It might be of interest to know 


that the hospital from which these 
figures were obtained averages 11 
pounds total laundry per patient 
per day. Nurses’ bibs and aprons 
are sent through the flatwork 
ironer. A central linen room is lo- 
cated close to the folding side of 
two flatwork ironers—one 6-roll 
and one 8-roll, the latter with a 
folder. The central linen room fills 
all requisitions, sorts, classifies and 
packs into trucks at a production 
rate of 300-325 pounds per hour 
per linen room worker. 

Wherever the “per hour” term 
is used, it designates man-hours or 
is based on the total hours which 
comprise a working week. In this 
way a truer average under normal 
working conditions is the result in 
each case. For example, sorting and 
classifying by washroom employ- 
ees, or a press operator waiting for 
work, or any time at all not 
worked but used up waiting for 
work, each morning for instance or 
especially on Monday mornings, 
these hours have been counted just 
the same as if worked, to arrive at 
average hourly,production for each 
classification. ~ 

The figures in Table 3 are for 
actual labor cost per pound of 
laundry work done in the 600-bed 
hospital studied. These figures are 
for labor only, costs that you must 
know for your own employees. The 
hospital had an occupancy rate for 
the past year of 88 per cent. 

The total cost for laundry serv- 
ice per patient day is $3.46. The to- 
tal annual volume was 2,008,578 
pounds. The latter figure is broken 
down as follows: 


% Cost/ib. 
Flatwork $.0314 
Dry tumbled, 
including blankets 28.1 0255 
114 


Total costs of operation broken 
down give the following percent- 


ages: 
Total labor . MODY 
Sepenes. ............. 
Steam, water, 

power 11.2 
Depreciation . 
Maintenance 

and repairs 1.6 

100.0 


There, then, are production rates 
the laundry manager may expect 
from his laundry equipment. We 
hope that they will prove of value 
to one of the most important de- 
partments in today’s hospital. 
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Goodall’s spirited “Print and Imprint,” used in a.dramatic sweep of 
draperies, softens the proportions of the Recreational Therapy Room. 


Goodall Fabrics helo Le Bonheur Children’s Hospital 
achieve its look of luxury with economy 


Goodall’s “Floralis” was selected for draperies to harmonize Goodall’s “Arcadia” is the choice for home-like, modern drap- 
with the elegance and distinction of the Doctors’ Lounge, Con- eries in the Parents’ Bedrooms adjoining private rooms on the 
ference Room and Library. Ist, 2nd, 3rd and 4th floors. 


The richness of design and texture . . . the therapeutic value of warm, 

soothing colors ... the sound-muffling quality of Goodall Fabrics all 
contribute to the air of well-being and luxury in Le Bonheur Chil- ee gi = cli dk 
dren’s Hospital in Memphis, Tennessee. And these fabrics are economi- Sy OO Sb tgs 
cal because they re Blended-to-Perform to meet hospital needs: longer Crs a0 C8: tie ay» 
wear... easier, low-cost maintenance . . . and the ability to come 
through countless cleanings without losing shape or color. ed 

ETO 


CHOOSE GOODALL’S SPECIALIZED HOSPITAL FABRICS FOR: 
Upholstery Slipcovers Casement Curtains Bedspreads « Cubicle Curtains Draperies 


© 1952, Goodall Fabrics, Inc., Subsidiary, Govdall-Sanford, Inc. (Sole Makers of World-Famous PALM BEACH* Cloth) «Reg. Trade Mark a 
GOODALL FABRICS, INC. NEW YORK « BOSTON - CHICAGO + DETROIT + SAN FRANCISCO + LOS ANGELES 7 ; 
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Being a Trustee 
(Continued from page 69) 


accounting department, the laun- 
dry, the kitchens, in housekeeping 
and maintenance, trustees must ‘see 
to it that the hospital is employing 
modern methods and has modern 
machinery available. 

In the future, there will be great- 
er and greater need for integration 
of hospital facilities, and a selfish 
community pride must not stand 
in the way of combining hospital 
facilities for two or more commun- 
ities where this would be in the 
best interest for the patient served. 
Constant reading of TRUSTEE, the 
American Hospital Association's 
publication for hospital governing 
boards, should be required of every 
board member. 

Much has been written, both fair- 
ly and unfairly, on the subject of 
hospital charges or rates. Trustees 
have been accused of all sorts of 
laxity and shirking of their duties 
in the “battle of the balanced 
budget.”’ Trustees have faults and 
are not perfect human beings. 
There may be some hospitals that 
are not regulated properly and 
whose charges are exorbitant. 
Such instances are not typical of 
community hospitals as a whole; 
the criticisms seem to be the ex- 
ceptional or isolated cases. Trus- 
tees as a group are not lax and are 
not shirking their duties. Most are 
hard working and intelligent peo- 
ple of character who no doubt have 


much more interest in charges and 
the care of the patient than most 
critics. 

I made a study recently of 
charges in the hospital I repre- 
sent and in those in our section, 
comparing charges of 1939 with 
those of 1952. The study revealed 
that it is not true that charges 
have increased 300 per cent in that 
period or anywhere near that 
amount. Our increases have aver- 
aged from 80 per cent to 100 per 
cent and that roughly is almost the 
same amount that the dollar has 
lost in value because of inflation. 
But during this period of inflation, 
what has happened to all costs, in- 
cluding wages? Between 60 and 70 
per cent of hospital costs is payroll. 
Our critics forget that a hospital 
must be operated on a 24-hour 
basis and not a seven- or eight- 
hour day basis, as the average 
business or plant. They forget that 
patients today receive much more 
scientific care than they did 10 or 
20 years ago, the cost of which 
means an added burden to the hos- 
pital. The average patient and doc- 
tor expects the hospital’s equip- 
ment to be of the latest and most 
modern type and this, too, is ex- 
pensive. 

Although hospitals and trustees 
are not perfect, they are moving in 
the right direction, even though 
too slowly. If they had failed in 
some respects, it is not through 
lack of effort. If they do not suc- 
ceed in their efforts, they move 
slowly but surely toward govern- 
ment regulated institutions. If it 
is said that hospitals have failed, 
why is it that in 20 years, the 


average stay per patient has been 
cut in half? In my own hospital, 
the average stay has dropped since 
1939 from 12 days to less than 
seven days. If hospitals have 
failed, why has there been a less- 
ening of pain and a considerable 
lengthening of life? In all this ad- 
vance, the hospital has played a 
vital role. 

No, hospitals have not failed, 
but there remains much work to 
be done and the road ahead is far 
from an easy one. A trustee who 
is not willing to travel it should 
resign from his board. When a 
company or a hospital decides that 
its products or methods are beyond 
improvement, it slips backwards. 
A company which rests on its lau- 
rels is one that is going out of busi- 
ness. 

An old motto says: “The price of 
progress is trouble.’’ If trustees are 
looking for a soft spot where there 
is no trouble, they had better stop 
trying to progress, for there never 
was a change or advance made in 
the history of the world that satis- 
fied everybody at the same time. 

People always want to do the 
dramatic thing. But great human 
progress is not necessarily dra- 
matic. It is made by slow evolu- 
tion. Progress is the trustee’s goal, 
but he must be prepared to make 
it slowly and allow for disappoint- 
ments and discouragements along 
the way. Always, however, he 
must be alert to new ideas and new 
thinking. As Lincoln said, “The 
probability that we may fail in the 
struggle ought not to deter us from 
the support of a cause we believe 
to be just.” 


‘es physician accepts a dual responsibility when he 
becomes a member of the medical staff: He renders 
care to the sick and injured in the hospital, and he advises 
the administration in the professional care of the patient. 
He must conscientiously discharge these two responsibili- 
ties. The administration should refer professional problems 
to the medical staff, which should be organized to handle 
such matters and control the professional activities of 
the hospital. The administrator should avoid becoming 
involved too much in professional problems but should 
refer these to the chief of the medical staff or the chair- 


man, the executive committee, the. qualifications commit- 
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tee, or other authorized and specified committee to handle 
professional problems. If not handled to the satisfaction 
of the administration under the circumstances and at- 
tended to reasonably fast the matter should be referred 
to the governing board of the hospital. My exhortation 
to you is to let the organized medical staff handle the 
professional problems themselves which are constantly 
arising in the organization, such problems as unnecessary 
or incompetent surgery, poor medical records, infections, 
ethics, and all matters not favorable to good ethical 
procedure.—MatcoLm T, MacEacuern, M.D., American 
Hospital Association. 
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“My previous happy experiences with the high quality of Simmons equ es 
ment had a direct influence upon its selection for all of the rooms iy t 


new wing of our hospital.” Mary Ancilla, Mother 
St. Joseph's Hospital, Menominee, Mich. 


Here's that grand old story again—of Simmons quality making lasting 
friendships which Simmons, too, never forgets! Such friendships have real 
meaning to everybody in Menominee—citizens who become patients, as well 
as doctors, nurses, Sister Mary Ancilla and the administrative staff. 


Your hospital, large or small,stan afford the best room equipment—if it is 
SIMMONS! It pays for itself in long service and continued satisfaction. Ask 
your hospital supply dealer to help you work out a complete room furnishing 
program for new units or for remodeling plans. 


Simmons Hospital Room No. 81, Bayou Green with Mist, No. 7157, as 
shown above, is equipped with H-885-3 Vari-Hite Bed, with L-171, 
3-crank spring: F-180-3 Dresser, with FM-62 Mirror: F-480-F Bedside 
Cabinet: F-885 (new) Single Pedestal Overbed Table: F-763 Arm Chair; 
F-553 Solid Panel Screen. Hospital Beautyrest Mattress — MS-2026. 


Display Rooms: 
Chicago 54, Merchondise Mart Plase 
cago 54, andise rt Plazo 
San Francisco 11, 295 Bay Street Simmons Company 
Atlanta 1, 353 Jones Avenue N.W. 
Dallas, 8600 Harry Hines Boulevard 


HOSPITAL DIVISION 


All 72 beds in the new wing have Vari-Hice All- 
Pu Bed Ends. This gives them great 
flexibility in use. The patient mae be — >? or 
lowered at will for treatment. 

may be equip to handle 
Frame or of be 
provided with saf 


acture equipment, or 


lowered to the familiar home bed height. T Thus, 
ambulatory and convalescent patients can get in 
and out of bed safely without assistance, relieving 
a short-handed of many extra duty calls. 
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BUILDING INFORMATION 


«ee SO that you can control amount and direction 


of fresh air ventilation for each patient 


Now your nurse can control ventilation .. . 
with one hand. 

With an easy twirl of the geared roto-adjustor, 
the swing leaf of a Fenestra Steel Window 
reaches out to catch the breeze and guide it in... 
wherever you want it, in the amount you want 
for each patient. 

And you can keep the room from becoming 
stuffy, even when rain is pouring down—by 
opening the tilt-in sill vent. No drafts, either, 
because the sill vent deflects air ceilingward. 

You get more light and more view with a 
Fenestra Window because you have more glass 
area . . . the graceful steel frame is strong and 
rigid, without being thick and bulky. 


Fen 


And Fenestra Windows are screened and 
cleaned from inside the room—easier, more eco- 
nomical maintenance. 


AVAILABLE SUPER GALVANIZED 


Fenestra Steel Windows are available Super Hot- 
Dip Galvanized for complete protection from 
rust... 0 painting necessary! This Super Gal- 
vanizing is done in Fenestra’s special plant. . . it 
is a Fenestra exclusive. 

Get full information on Fenestra Intermediate 
Steel Windows—write Detroit Steel Products 
Company, Dept. H-1, 2292 East Grand Blvd., 
Detroit ll, Michigan. *® 


Steel windows that make the most of 
free daylight and fresh air 
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+ ORGANIZATIONS : 


800 Attend Eastern Hospital Meeting 


Approximately 800 hospital staff 
members attended the twelfth an- 
nual conference of the Maryland— 
District of Columbia—Delaware 
Hospital Association November 10- 
11 in Wilmington. 

Brady J. Dayton, director of the 
Peninsula General Hospital, Salis- 
bury, Md., was elected president 
of the regional group. Other offi- 
cers are: First vice president, Fred 
A. McNamara, chief of the Hospital 
Branch, Bureau of the Budget, 
Washington, D. C.; second vice 
president, Mrs. Grace L. Little, 
superintendent of Memorial Hos- 
pital, Wilmington; third vice pres- 
ident, Deaconess Margaret S. Bech- 
tol, superintendent, Episcopal Eye, 
Ear, and Throat Hospital, Wash- 
ington, D. C.; secretary, Sanford 
Kotzen, director of the Harford 
Memorial Hospital, Havre de 
Grace, Md., and treasurer, H. O. 
Humbert, comptroller, the Johns 
Hopkins Hospital, Baltimore. 


The new president-elect of the 
regional association is Robert S. 
Hoyt, administrator of the Luth- 
eran Hospital of Maryland, Inc., 
Baltimore. 

The two-day conference opened 
with a general session on Monday, 
with speakers being Maj. Gen. 
George E. Armstrong, surgeon gen- 
eral of the Army; Dr. Dallas G. 
Sutton of the American Hospital 
Association’s Washington Service 
Bureau, Graham L. Davis, former 
director, Commission on Financing 
of Hospital Care, Chicago. Dr. Ed- 
win L. Crosby, director of the Joint 
Commission on Accreditation of 
Hospitals and president of the 
American Hospital Association, 
spoke on the work of the commis- 
sion and of the need for scientific 
research in operating hospitals. 

Principal speaker of the Tuesday 
session was Dr. Howard A. Rusk, 
associate editor of the New York 
Times and chairman of physical 
medicine and rehabilitation for the 
New York University-Bellevue 
Medical Center. Also speaking was 
Dr. E. M. Bluestone, director of 
Montefiore Hospital, New York 
City. The doctors discussed reha- 
bilitation in a general hospital and 
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the extension of hospital care at 
home. 

Also conducted were a variety 
of special sectional sessions devoted 
to the specific interest of nurse 
anesthetists, accountants, purchas- 
ing agents, medical technologists, 
dietitians, medical record libra- 
rians, executive housekeepers and 
pharmacists. 

A feature of the conference were 
the exhibits of approximately 50 
firms dealing in hospital equip- 
ment and supplies. 


Protestant Association 
Announces Program 


The program for the thirty- 
second annual convention of the 
American Protestant Hospital 
Association was released recently. 
The meeting will take place Feb- 
ruary 12-13 in Chicago. 

A joint breakfast meeting is 
scheduled for Monday morning for 
the purpose of evaluating the entire 
united program and to select the 
meeting place for 1954. Present at 
this meeting will be the presidents 
of the American Protestant Hospi- 
tal Association and the Associa- 
tion of Protestant Hospital Chap- 
lains, and one representative from 
each denominational group meet- 
ing concurrently with the hospital 
association. 

The chaplain’s section of the 
conference will open at 2 P.M. on 
Monday, and the joint banquet of 
all groups will be at 7 p.m. Monday. 
Presiding will be John G. Dudley, 
president of the American Protest- 
ant Hospital Association and ad- 
ministrator of Memorial Hospital, 
Houston, Texas. The address will 
be given by the Rev. Charles Oscar 
Johnson, pastor of the Third Bap- 
tist Church, St. Louis. 

Friday’s program will begin with 
a general session at 9 A.M., with 
C. E. Copeland, administrator of 
Missouri Baptist Hospital, St. 
Louis, presiding. Speakers will 
include C. Lincoln Williston, man- 
ager of the Office of Public Infor- 
mation, University of Illinois, 
whose topic will be “Why Public 
Relations are Sometimes Ineffec- 
tual”; Graham L. Davis, former 


director, Commission on Financing 
of Hospital Care, Chicago, who will 
speak on “Pertinent Facts in the 
Study of the Cost of Hospital 
Care,” and the Rev. Car! C. Rasche, 
administrator Evangelical Deacon- 
ess Hospital, St. Louis, who will 
summarize and lead the discussion. 

Election of offiters and trustees 
will take i at a business session 
at 2 P.M. Friday. . 

The Friday afternoon|session will 
begin 2:15 with Florence Turking- 
ton, vice president of the associa- 
tion, presiding. Speakers will be 
Dr. Edwin L. Crosby, director of 
the Joint Commission on Accredi- 
tation of Hospitals, Chicago, whose 
subject will be “Report of Progress 
of Program of Accreditation of 
Hospitals,” and Helen Nahm, R.N., 
director of the accrediting service, 
National League for Nursing, New 
York City, who will speak on 
“Trends in the Field of Nursing.” 


Summary.and discussion leader 


will be Hal G. Perrin, administra- 
tor, Bishop Clarkson Memorial 
Hospital, Omaha. The talks will 
be followed by a round table on 
hospital problems, with Leo M. 
Lyons, director of St. Luke’s Hos- 
pital, Chicago, serving as moder- 
- 


le 
Connecticut Association 
Elects New Officers 


The annual meeting of the Con- 
necticut Hospital Association took 
place November 18 in New Haven. 

New officers of the association 
are: President, James M. Dunlop, 
administrator of Bridgeport Hospi- 
tal; president-elect, C. P. Goss III, 
Scovill Manufacturing Company, 
Waterbury, and treasurer, Philip 
A. Johnson, Norwichtown. Execu- 
tive director is Hiram Sibley, New 
Haven. 


Oklahoma Association Names 
Mrs. Lamb ;’resident-Elect 


Mrs. Margaret Lamb, adminis- 
trator of the Norman Municipal 
Hospital, was elected president- 
elect of the Oklahoma Hospital 
Association at the annual meeting 
November 5-7 in Oklahoma City. 

Mrs. Celeste Kemler, adminis- 
trator of Valley View Hospital, 
Ada, is the new president. She 
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succeeds Sister M. Agnes, admin- 
istrator of St. Anthony Hospital, 
Oklahoma City, who was elected 
treasurer. Other new officers in- 
clude secretary, Robert Primble, 
administrator, Le Flore County 
Memorial Hospital, Poteau, and 
trustees, Sister Mary Rosalia, ad- 
ministrator, Mercy Hospital, Okla- 
homa City, and Mansfield Beshears, 
administrator, Community Hospi- 
tal, Elk City. 


400 Persons Attend 
Missouri Convention 


Nearly 400 hospital administra- 
tors, trustees, legislators, nurses 
and others interested in hospital 
affairs attended the two-day meet- 
ing of the Missouri Hospital Asso- 
ciation November 20-21 in St. 
Louis. The Missouri Association of 
Medical Record Librarians held its 
annual meeting concurrently. 

Speakers at the opening session 
included Dr. Edwin L, Crosby, di- 
réstor of the Joint Commission on 
Accreditation of Hospitals and 
president of the American Hospital 


Association, and Homer Wads- 
worth, director of the Kansas City 
Association of Trusts and Founda- 
tions. 

A problem clinic for hospital 
trustees was moderated by Forest 
P. Tralles, St. Louis attorney and 
president of the Board of Clinic 
Managers, Washington University 
Clinics. Panel members included 
Norris Sampson, trustee, Boone 
County Hospital, Columbia; Roy 
Steele, trustee, Freeman Hospital, 
Joplin, and R. D. Harrison, presi- 
dent, Southwest Missouri Hospital, 
Cape Girardeau. Harry E. Pan- 
horst, associate director, Washing- 
ton University Clinics, served as 
the administrator consultant to the 


panel. 
Speakers the second day in- 
cluded Dr. E. Dwight Barnett, 


director of the Institute of Admin- 
istrative Medicine, Columbia Uni- 
versity, New York City, whose 


topic was basic principles of Blue 
Cross; Helen E. Kinney, R. N.., 
president, Missouri State Nurses’ 
Association, who discussed the con- 


NEW OFFICERS of the Florida Hospital Association include {from left): President, T. F. 
Little, administrator of the Halifax District Hospital, Daytona Beach; secretary-treasurer, 
Tracy B. Here, administrator of Variety Children's Hospital, Miami, and president-elect, 
John F. Wymer, administrator of Good Samaritan Hospital, West Palm Beach. 
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troversial Economic Security Pro- 
gram for Nurses, and Mrs. Mae 
Hamilton, R. N., St. Louis Univer- 
sity School of Nursing, who spoke 
on the development of the nursing 
team. 

Human relations was the topic of 
a talk Friday afternoon by Alfred 
Fleishman, St. Louis public rela- 
tions counselor. Other speakers 
included Hal G. Perrin, president 
of the Mid-West Hospital Associ- 
ation; Harry E. Panhorst; Lilyan 
C. Zindell, administrator, Perry 
County Memorial Hospital, Perry- 
ville, and G. O. Lindgren, admin- 
istrator, Trinity Lutheran Hospital, 
Kansas City. 

Dr. David Littauer, medical di- 
rector of Jewish Hospital, St. Louis, 
was installed as president of the 
association. Other officers elected 
at the business meeting were: 
President-elect, Herbert S. Wright, 
administrator of the Southeast 
Missouri Hospital, Cape Girardeau; 
first vice president, Bertha Hochuli, 
R. N., administrator, Boone County 
Hospital, Columbia; second vice 
president, Sister M. Bertrand, ad- 
ministrator, St. John’s Hospital, 
Springfield, and treasurer, the Rev. 
E. C. Hofius, administrator, Luth- 
eran Hospital, St. Louis. 


Florida Association Holds 
Annual Meeting 

At the annual meeting of the 
Florida Hospital Association No- 
vember 17-19 at Daytona Beach, 
T. F. Little, administrator of Hali- 
fax District Hospital, Daytona 
Beach, was installed as president 
for the coming year. 

Other officers elected were: 
President-elect, John F. Wymer, 
administrator, Good Samaritan 
Hospital, West Palm Beach, and 
secretary-treasurer, Tracy B. Hare, 
administrator, Variety Children’s 
Hospital, Miami. Elected to the 
board of trustees were Mother 
Loretto Mary, administrator, St. 
Joseph’s Hospital, Tampa, and 
Norman L. Losh, administrator of 
Orange Memorial Hospital, Or- 
lando. H. R. Willers, administrator 
of Tallahassee Memorial Hospital, 
was elected to fill an unexpired 
trustee term of one year. 

At a business meeting, the asso- 
ciation voted to employ a fulltime 
executive secretary to be appointed 
later by the board of trustees. 


Illinois Association Meets 
With Record Attendance 


Dr. George H. Van Dusen, ad- 
ministrator of the Christian Wel- 
fare Hospital in East St. Louis, be- 
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came the new president of the 
Illinois Hospital Association at the 
annual meeting November 20-21 
in Springfield. He succeeds Erwin 
W. Wegge, business manager of the 
Moline Public Hospital. 

The association convention had a 
record registration of 419, includ- 
ing 138 members of women’s hos- 
pital auxiliaries. 

New officers elected at the meet- 
ing were: President-elect, Russell 
H. Duncan, administrator of Carle 
Memorial Hospital, Urbana; first 
vice president, the Rev. John 
Weishar, director of hospitals, dio- 
cese of Peoria; second vice presi- 
dent, Veronica Miller, R.N., super- 
intendent of Henrotin Hospital, 
Chicago. Wendell H. Carlson, ad- 
ministrator of the Englewood Hos- 
pital, Chicago, was re-elected sec- 
retary-treasurer. 

Leslie D. Reid, superintendent of 
Presbyterian Hospital in Chicago, 
and Fva H., Erickson, R.N., admin- 
istrator of the Galesburg Cottage 
Hospital, were elected to three- 
vear terms as trustees. William O. 
Bohman, superintendent of the 
Norwegian - American Hospital, 
Chicago, and Leon C. Pullen Jr., 
administrator of Decatur and 
Macon County Hospital, Decatur, 
were elected to fill trustee terms 
which expire in 1954. 

At the concluding business ses- 
sion, the association members ap- 
proved a general revision in dues 
structure to finance an accelerated 
program for 1953. James R. Ger- 
sonde, Chicago, executive director 
of the association, announced that 
the revision will increase associa- 
tion revenue by about $12,000 a 
year. These funds will be used, he 
said, to expand services to mem- 
bers and to develop a comprehen- 
sive public information program. 

Mr. Gersonde also announced 
the appointment of David M. Kin- 
zer as assistant director of both the 
Illinois Hospital Association and 
the Chicago Hospital Council. Mr. 
Kinzer formerly was associated 
with the Commission on Financ- 
ing of Hospital Care, the American 
Dental Association and the Ameri- 
can Hospital Association. 

The association made extensive 
changes in its bylaws, simplifying 
the membership classifications and 
establishing a uniform pattern of 
council organization. 


Dr. Kenneth Babcock Heads 
Michigan Association 


Dr. Kenneth Babcock, director 
of Grace Hospital, Detroit, was in- 


JANUARY 1953, VOL. 27 


stalled as president of the Michigan 
Hospital Association at the annual 
meeting November 16-18 in De- 
troit. 

W. C. Perdew, director of Bron- 
son Methodist Hospital, Kalama- 
zoo, was chosen president-elect. 
Other new officers are: First vice 
president, Sister Mary Raymund, 
Provincial House, Sisters of Mercy, 
Detroit; second vice president, 
Lauretta Paul, superintendent, 
Pontiac General Hospital; treas- 
urer, Mildred Riese, R.N., super- 
intendent, Children’s Hospital of 
Michigan, Detroit. Executive di- 
rector of the association is H. 
Allan Barth, Lansing. 

Approximately 300 persons at- 
tended the three-day meeting. 


200 Persons Attend 
Colorado Meeting 

Approximately 200 persons at- 
tended the twenty-eighth annual 
meeting of the Colorado Hospital 
Association November 6-7 in 
Denver. 

Sister Marie Charles, adminis- 
trator of Glockner-Penrose Hos- 
pital, Colorado Springs, was se- 
lected president-elect of the asso- 
ciation. New president installed 
during the meeting is H. E. Rice, 
business manager of Porter Sani- 
tarium, Denver. 

Other new officers of the associ- 
ation are: Vice president, Elton 
Reese, superintendent of Alamosa 
Communitv Hosnital: field secre- 


tary, Richard MacLeish, Colorado 
State Health Department, Denver: 
treasurer, M. A. Moritz, business 
manager, Denver General Hospital 
(re-elected), and executive secre- 
tary, R. A. Pontow, assistant busi- 
ness manager, Colorado General 
Hospital, Denver (re-elected). 


A. H. Evans Named President 
of Kansas Association 


Armour H. Evans, administrator 
of the Wesley Hospital, Wichita, 
was installed as president of the 
Kansas Hospital Association at its 
meeting November 6-7 in Kansas 
City. . 

A total of 307 persons registered 
for the two-day meeting, which 
also was the occasion for the elec- 
tion of the following officers: 
President-elect, Mollie Bowman, 
R. N., superintendent, Russell City 
Hospital, Russell; vice president, 
Sister M. Magdalene, administra- 
tor, St. Joseph Memorial Hospital, 
Larned; treasurer, Sister Mary 
George, administrator, St. Francis 
Hospital, Topeka, and two trustees, 
Bruce W. Dickson Jr., administra- 
tor, Bethany Hospital, Kansas City, 
and Corinne Hamilton, R. N., 
superintendent, Axtell Christian 
Hospital, Newton. 


Msgr. John J. Healy 
Dies After Long Iliness 


The Rt. Rev. Msgr. John J. 


Healv. vicar general of the Nincesce 


2 


ERWIN W. WEGGE (right), retiring president, Illinois Hospital Association and business 
manager of the Moline Public Hospital, congratulates the new president of the group, 


Dr. George H. Van Dusen, administrator of the Christian Welfare Hospital, East St. 
Louis. Election of new officers took place at the annual convention in Springfield. 
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of Little Rock, Ark., and former 
president of the Catholic Hospital 
Association, died in Little Rock 
December 6 after an illness of 
mary months. 

In addition to supervising the 
work of Catholic hospitals in the 
Arkansas diocese, Monsignor Healy 


MSGR. HEALY 


was superintendent of 
head of the diocesan school board, 
and director of Catholic charities. 

For the past 16 years, Monsignor 
Healy distinguished himself in lo- 
cal, state and national hospital 
affairs. When elected president of 
the Catholic Hospital Association 
in 1951, he was a member of the 
Board of Trustees of the American 
Hospital Association, which he also 
served as vice president. He also 
was a member of the Joint Com- 
mission on Accreditation of Hos- 
pitals representing the American 
Hospital Association. He was a 
charter member of the House of 
Delegates of the American Medical 
Association, representing Arkansas 
from 1938 to 1940. For eight years, 
from 1937 to 1945, he was chair- 
man of the Catholic Hospital Con- 
ference of Bishop’s Representa- 
tives of the United States and Can- 
ada. 

An outstanding leader in hos- 
pital work in Arkansas, Monsignor 
Healy had served as president of 
the Arkansas Hospital Association 
and as a member of its board of 
trustees. He was chairman of the 
Little Rock Hospital Council from 
1943 to 1945; chairman of the 
Arkansas Hospital and Health 
Services Survey Committee from 
1946 to 1947; and member of the 
Hospital Advisory Council of Ar- 
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kansas since .1947, as well as chair- 
man of its steering committee since 
that date. 


Two New York City Hospitals 
Consolidate Facilities 


Consolidation of St. Luke’s Hos- 
pital and Woman’s Hospital in New 
York City has been approved 
unanimously by the directors of 
the two institutions. The new hos- 
pital thus becomes one of the 
city’s largest medical centers. 

Although the medical boards 
of the two hospitals will be in- 
tegrated, the present composition 
of their staffs will not be greatly 
altered, officials reported, and 
teaching and training programs 
will continue as in the past. The 
governing body of the consolidated 
hospital will be a board of trustees 
consisting of 38 members, of whom 
22 will be taken from the present 
board of managers of St. Luke’s 
Hospital and 13 from the board of 
governor’s of Womans Hospital. 
Three ex-officio members will 
complete the list. 

St. Luke’s Hospital will provide 
more than 900 beds and more than 
100 bassinets. In addition, it is 
working on a new building pro- 
gram costing about $10,500,000 
that will enlarge the hospital’s ca- 
pacity by about 700 beds. To this 
total will be added the 200 beds of 
Woman's Hospital. 


Philadelphia Council Holds 
Fire Prevention Meeting 


A round table on fire prevention, 


‘each hospital establish 


sponsored by the Safety and Fire 
Prevention Committee of the Hos- 
pital Council of Philadelphia, 
brought 100 hospital administra- 
tors and department heads to a 
motion-picture preview and a dis- 
cussion period November 21 in 
Philadelphia. 

After a showing of the film, 
“Fire and Your Hospital’, the group 
was addressed by the deputy fire 
commissioner of Philadelphia, Paul 
B. Hartenstein. Copies of the cur- 
rent Fire Prevention Code of the 
City of Philadelphia were dis- 
tributed to the members in attend- 
ance and were mailed to each of 
the 62 member hospitals of the 
Hospital Council of Philadelphia. 

The committee made the fol- 
lowing recommendations: (1) That 
its own 
committee on safety and fire pre- 
vention; (2) that such committees 
study carefully the American Hos- 
pital Association’s manual entitled 
“Development of Fire Emergency 
Programs” published in 1951, and 
(3) that each hospital show the 
motion picture “Fire and Your 
Hospital” to all employees, staff 
members and trustees. 


Dr. Bachmeyer Named Director 
of Finance Commission 


The appointment of Dr. Arthur 
C, Bachmeyer as study director of 
the Commission on Financing of 
Hospital Care, Chicago, has been 
announced by Gordon Gray, chair- 
man. Dr. Bachmeyer succeeds 
Graham L. Davis, who resigned 


HOSPITAL ADMINISTRATORS who comprise the Hospital Council of Philadelphia's 
Safety and Fire Prevention Committee study the city's Fire Prevention Code and the Amer- 
ican Hospital Association's manual “Development of Fire Emergency Programs” during a 


meetin 


on fire prevention in November. From left are: Whitelaw H. Hunt, Cooper Hos- 


pitel, Camden; A. C. Seawell, Pottstown Hospital; Dr. Howard W. Baker, Temple-University 
Hospital; John C. Atwood Jr., Presbyterian Hospital; H. Robert Cathcart, Pennsylvania 
Hospital; Dr. A. C. LaBoccetta, Philadelphia General Hospital; Edward P. Street, Phoenix- 
ville Hospital, and Charles S. Paxson Jr., Delaware County Hospital in Drexel Hill. 
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Bachmever, director emeri. | DARLBERG HOSPITAL PILLOW RADIO SERVICE 


tus of the University of Chicago 
Clinics, will continue to serve as a Ga 
member of the executive com- ¥ 


mittee of the commission. He 
served as study director of the Pes 
Commission on Hospital Care, es- 
tablished by the American Hospital nd 
Association in 1945 to make an in- Ce) 
dependent study of the distribution R 
é) 


Now Over 1,025 Dahlberg 
Installations in Leading Hospitals 
Throughout the United States 


FREE RADIO SERVICE FOR YOUR HOSPITAL! | 
Eliminate Radio Noise!—Enjey a Quiet Hospital!—Profit | 

Without Investment!—Dahlberg provides: (1) A Dahlberg Con- o 
trolled V olume Pillow Radio for each patient; (2) Local radio service; 
(3) Steady monthly income. Save nurses’ time, keep patients happy, 
free yourself of radio problems without.cost or responsibility. No 
billing—No bookkeeping—No rental—No wiring. Write for full details 


and FREE RADIO SURVEY. 


IT’s QUIET! Only one patient 


hears the Dahiberg Controlled- 
Volume Pillow Radio. 
- NEW COLORS! Blend with room 
DR. BACHMEYER decoration. 


of hospital facilities in the United 
States. The study was completed 
in 1947. 

After an extended rest, Mr. 
Davis will return to the W. K. 
Kellogg Foundation, Battle Creek, 
Mich. He has been on leave of ab- 
sence from the foundation, where 
he served as director of the hospital 
division. 


PILLOW RADIO SERVICE 


THE DAHLBERG COMPANY GOLDEN VALLEY MINNEAPOLIS 22, MINN. 
7 World's Largest Manufacturers of Hospital Pillow Radios 


MR. DAVIS The Company of Connde, 1360 Greene Ave., eats. 
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+ ASSOCIATION BUSINESS - 


Trustees Consider Major Programs 


The range of council reports on 
Association projects, programs and 
recommendations as presented at 
the December meetings of the Co- 
ordinating Committee and the 
Board of Trustees was one of the 
most extensive on record. 

Among the major activities dis- 
cussed and acted upon were the 
immediate and long-range future 
of the Hill-Burton Hospital Sur- 
vey and Construction program, 
the National Nursing Accrediting 
Service, the appointment of phy- 
sicians to hospital governing 
boards, plans for the observance 
of a National Hospital Week in 
1953, a request from the Commit- 
tee on Careers in Nursing for fi- 
nancial assistance with student 
nurse recruitment, the budget of 
the Joint Commission on Accredi- 
tation of Hospitals, the Institute of 
Hospital Affairs, Blue Cross plan 
approval standards, and a number 
of progress reports on a variety of 
Association projects as well as re- 
reports on cooperative programs 
being conducted with other organi- 
zations. | 

Among the major actions voted 
by the Board of Trustees were: 


> To instruct the Council on Gov- 
ernment Relations to request that 
the Association be given strong 
representation at Congressional 
hearings for a $150,000,000 appro- 
priation for the Hill-Burton pro- 
gram in the next fiscal year, this 
being the board’s estimate of the 
amount necessary to meet hospital 
construction needs. The board in- 
structed further, that, if indicated, 
the council may support an annual 
appropriation of $100,000,000 as a 
minimal amount acceptable to 
maintain hospital construction at 
the level originally envisioned. It 
was the feeling of the Board that 
an annual appropriation of $75,000- 
000 is not adequate to accomplish 
the purposes of the Hill-Burton 
program, considering the effect of 
inflationary costs during the time 
the Hill-Burton program has been 
in effect. 

(Note: In its discussion of the 
Hill-Burton program, the Co- 
ordinating Committee and _ the 
Board agreed with the Council on 
Government Relations’ statement 
concerning the Hill-Burton pro- 
gram which is as follows: 
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(“The American Hospital Asso- 
ciation recognizes that the Hill- 
Burton program has tended to 
improve the quality of hospital 
care in the nation as a whole and 
that it has made such care avail- 
able in areas that might not other- 
wise have had access to it: 

(“The Association is in sympathy 
with the need for economy in gov- 
ernment expenditures consistent 
with the obligation of government 
to encourage necessary develop- 
ment of the domestic economy.” ) 


>» To sponsor a series of regional 
conferences early in 1953 to dis- 
cuss the effectiveness of the Hill- 
Burton program, to hear criticisms 
voiced about the program and sug- 
gestions for modification in the 
event of its further extension. 

(In a further discussion of this 
subject, the board agreed that 
greater emphasis should be placed 
on the many inter-related prob- 
lems converging on the conduct 
and promotion of the Hill-Burton 
program. As a result of its discus- 
sions, the board voted to instruct 
the Council on Government Rela- 
tions to support legislation designed 
to provide federal funds for the 
conduct of research and study in 
the hospital field. ) 


> To support the action of the Blue 
Cross Commission in attempting 
to obtain legislation permitting 
payroll deductions for federal em- 
ployees and members of the mili- 
tary service for Blue Cross pro- 
tection. 

>» To support amendments to the 
Internal Revenue Code which 
provide tax deductions for contri- 
butions to charitable organizations. 


>» To endorse the National Blood 
Program. 


> To refer the resolution of the 
House of Delegates concerned with 
the National Nursing Accrediting 
Service to the Committee on Nurs- 
ing. In taking this action, the board 
instructed the committee to invite 
opponents and supporters of the 
program to attend its meetings so 
that all points of view might be 
fully appraised. The board further 
requested that the committee con- 
duct its deliberations and report 
to the Council on Professional 
Practice as soon as possible. 

>» To recommend that local hospital 
auxiliaries cooperate locally, state- 


wide and nationally to help de- 
velop plans for the observance of 
National Hospital Week during the 
week in which National Hospital 
Day, May 12, occurs. 

>» To vote that Standard Number 
III, “extent of benefit” of “Stand- 
ards of Approval for Blue Cross 
Plans,” be waived and not applied 
in considering the approval of Blue 
Cross plans for the year 1953. 

>» To contribute $10,000 toward the 
budget of the National Student 
Nurse Recruitment Program for 
1953. 
> To instruct the headquarters staff 
to investigate methods of develop- 
ing training aids for all levels of 
hospital personnel. 

>» To approve the Association’s pro- 
portionate share of the annual 
budget of the Joint Commission on 
Accreditation of Hospitals. 

>» To sponsor jointly with other 
national health groups a conference 
on the care of the chronically ill. 
>» To approve the request of Dr. 
Odair P. Pedroso, executive secre- 
tary of the newly organized Hospi- 
tal Association of the State of Sao 
Paulo, to translate articles, news 
stories and other materials pub- 
lished by the American Hospital 
Association in the periodical 
“Revista Paulista deHospitalis.” 
>» To approve President Crosby’s 
appointment of John N. Hatfield 
and Dr. Charles F. Wilinsky to a 
three-year (1953-1955) term on 
the Joint Commission on Accredi- 
tation of Hospitals and the appoint- 
ment of Mrs. Edmund H. Smith, 
past president of the Seattle Gen- 
eral Hospital’s Women’s Auxiliary, 
to the Committee on Women’s 
Hospital Auxiliaries for the period 
ending in 1955. 

> To continue negotiations with the 
foundation which has expressed an 
interest in financing the proposed 
Institute of Hospital Affairs. 


Clifford E. Wolfe Joins 
Association Staff 


Clifford E. Wolfe has joined the 
staff of the American Hospital 
Association as secretary of the 
Council on Hospital Planning and 
Plant Operation. He succeeds Roy 
Hudenburg, who resigned October 
1 to be assistant administrator in 
charge of physical plant for the 
Memorial Hospital Associations of 
Kentucky, West Virginia and Vir- 
ginia. 


HOSPITALS 
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As the Association’s specialist in 
planning, design, engineering, 
maintenance, and safety, Mr. Wolfe 
will edit the engineering and main- 
tenance department in HOSPITALS. 

Mr. Wolfe came to the Associ- 
ation from the University of Cali- 
fornia, where, for the past eight 
years, he was coordinator of medi- 
cal schools and health centers in 
the Office of Architects and Engi- 
neers. In this capacity, he was in 
charge of programming and plan- 
ning of the two major medical 
centers and the student health cen- 
ters on the various campuses of the 
university. 

During World War II, Mr. Wolfe, 
as production engineer and archi- 
tectural supervisor with a Califor- 
nia construction firm, was one of 
key personnel in rapid construction 
of large military projects in Cali- 
fornia. 

Before the war and since his 
graduation in 1933 from the Uni- 
versity of California School of 
Architecture, Mr. Wolfe was en- 
gaged in general architectural 
practice, dealing with office struc- 
tures, schools, medical-dental 
buildings, stores, industrial plants, 
expositions, theaters, apartments, 
residences and community de- 
velopments. 

Mr. Wolfe is a registered archi- 
tect in the state of California. 


Equipment, Supplies Survey 
Nearing Completion 


A survey of hospital require- 
ments for maintenance, repair and 
operating equipment and supplies, 
conducted jointly by the American 
Hospital Association and the Public 
Health Service, is now in the final 
tabulation stage. The survey was 
begun in April 1952. 

For the first time, detailed data 
on these requirements will be 
available. The survey will provide 
estimates of more than 600 indi- 
vidual items and covers all re- 
quirements except those for fed-. 
eral hospitals and for equipping 
new construction. Almost 3,000 
hospitals submitted survey sched- 
ules. They reported their purchases 
(or issue from stock for first use) 
for selected items covering the 
five-year period of 1947-1951, in- 
clusive, if reporting heavy equip- 
ment, and for 1951 if reporting 
light equipment or supplies. 

About 55 per cent of the hospi- 
tals queried have reported. Al- 
though this introduces a necessary 
caution in interpreting the “blown- 
up” national estimates, there has 
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PATIENT-TO-NURSE 


Executone two-way intercom between 
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been no evidence that there was 
any bias in the selection of re- 
spondents. 

Public release of the data will 
be in the early part of this vear. 


Utilization Discussed 
at November Workshop 


A workshop on man assignment 
(manpower utilization) held No- 
vember 10-14 at the Dearborn Inn 
near Detroit was the occasion for 
a discussion of the research pro- 
gram on employee utilization car- 


ried on at Harper Hospital in De- 
troit. 

The workshop was held under 
the auspices of the American Hos- 
pital Association, Harper Hospital, 
Wayne University and the Detroit 
chapter of the Society for the Ad- 
vancement of Management. Its 
purpose was to present, and to 
some extent test, the ideas gath- 
ered from the Harper program 
which might benefit others in the 
field. It also was an effort to bring 
up to date and further stimulate 
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the thinking of an interested group, 
representative of several hospital 
management levels, and, in some 
cases, already active in related ex- 
periments of their own. 

A similar conference conducted 
by the American Hospital Asso- 
ciation in 1947 at Galesburg, II1., 
brought out the belief that train- 
ing programs, merit rating, and 
other tools of the personnel man- 
ager would not in themselves 
solve the major hospital manage- 
ment problems, and that top-man- 
agement thinking along broad lines 
was needed. Since the 1947 meet- 
ing, a few hospitals have experi- 
mented with additional manage- 
ment tools familiar to industry, 
including those of the industrial 
engineer. The Harper Hospital was 
among these hospitals. 

Fifty-five persons participated 
in the workshop. They included a 
faculty of 14 plus staff representa- 
tives of the American Hospital 
Association. After five days of 
presentations, talks and discus- 
sions, the following conclusions 
were reached: 

1. No indices nor standard levels 
of manpower utilization can be de- 
veloped that would have any gen- 
eral application in the hospital 
field, because utilization is affected 
by many factors (at least 30 were 
listed by the participants). 

2. The experience of industry, 
both within its own confines and 
more recently in a few hospitals, 
has demonstrated that manpower 
utilization (and/or the accomplish- 
ment of the organization’s over-all 
objectives) can be improved wher- 
ever management is not now mak- 
ing full organized use of a 
questioning, analytical approach in 
all activities of the organization. 

3. To be fully successful, this 
approach must be actively used at 
all management levels. Once top 
management is sold on it, which 
must be the first step, industry can 
show hospitals ways of effectively 
spreading the new thinking 
throughout an organization— 
mostly through applied psychology. 

4. The tools and techniques of 
the industrial engineer, training 
director, and personnel manager, 
while of great value, cannot take 
the place of hospital management 
leadership. A limited program of 
methods improvement or employee 
training will have only limited re- 
sults at best, whereas these tools, 
brought into play in harmony with 
activated management thinking at 
all levels from superintendent 
through assistant supervisors and, 
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in many cases, to the person per- 
forming the job, will bring opti- 
mum utilization of the organiza- 
tion’s resources in meeting its ob- 
jectives. 

5. Differences in management 
problems faced by hospitals and by 
industry, while they have often 
been exaggerated, do exist. It was 
the consensus that these require 
further study and ingenuity before 
the new approach can be used in 
some areas. 

The work begun by the Dear- 
born workshop in November will 
be carried on by the Association’s 
new Committee on Methods Im- 
provement under the Council on 
Administrative Practice. 


Dietary Institute Dates 
Changed to March 19-23 


The American Hospital Associa- 
tion’s Institute on Dietary Depart- 
ment Administration, originally 
scheduled for January 19-23 at the 
Knickerbocker Hotel in Chicago, 
has been postponed until March 
9-13. The location has been 
changed to the SHeraton Hotel in 
Chicago. 

The theme of the institute is 
“The challenge of change,” and the 
purpose of the session is to analyze 
changing needs, to present the 
tools of management skills as they 
apply to dietary administration, to 
study the ways and means of cost 
control, and to emphasize the func- 
tions of the dietitian that relate to 
better patient care. 


Association Appoints J. R. Neely 
Administrative Assistant 


James R. Neely, formerly ad- 
ministrative assistant at Jersey 
City (N. J.) Medical Center, has 
been added to the headquarters 
staff of the American Hospital As- 
sociation as administrative assist- 
ant. 

Mr. Neely will be working pri- 
marily on _ special Association 
projects which do not fall specific- 
ally within Council functions. He 
will assist with the staging ac- 
tivities for the annual convention 
and with the coordination and 
supervision of headquarters office 
functions. 

A graduate of hospital adminis- 
tration at the University of Min- 
nesota, Mr. Neely served his 
administrative residency at Jersey 
City Medical Center. While attend- 
ing the University of Minnesota, 
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he was associated with the Annie 
M. Warner Hospital, Gettysburg, 
Pa. 

Mr. Neely is a member of the 
American and New Jersey Hospital 
Associations. 


Correction 


In the listing of Association com- 
mittees and appointments for 1953 
in the December issue of HospITaLs 
(page 79), it was incorrectly stated 
that Dr. Madison B. Brown, chair- 


man of the Council on Prepayment 
Plans and Hospital Reimbursement 
for 1953, was associated with the 
University of Chicago Clinics. Dr. 
Brown is executive vice president 
and medical director of Roosevelt 
Hospital in New York City. 

Ray E. Brown, new chairman of 
the Council on Association Serv- 
ices, is with the University of Chi- 
cago Clinics, where he is super- 
intendent. The editors regret the 
mistake. 
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Association Enrolls 
10,000th Member 


Manda B. Roe, administrator of 
the 47-bed Memorial Hospital for 
McHenry County, Inc., Woodstock, 
Ill., became the 10,000th member 
of the American Hospital Associa- 
tion when her application for per- 
sonal membership in the Associa- 
tion was accepted recently. 

Miss Roe has been with Me- 
morial Hospital for the past four 
years. Before that, she served as 
hospital administrator of Victory 
Memorial Hospital, Stanley, Wis., 
and the Dodgeville (Wis.) General 
Hospital. From 1938 to 1940, she 
served as administrator of the 
Woodstock hospital, and, in 1948, 
when she was asked to come back 
to the hospital, she again took over 
its administration. 

In addition to her hospital ex- 
perience, Miss Roe is a graduate 
nurse and a registered medical 
record librarian. She has served in 
the latter capacity at Luther Hos- 
pital, Eau Claire, Wis.; Burlington 
(Iowa) Hospital, and King County 
Hospital, Seattle, Wash. 

Miss Roe is a member of the 


Illinois Hospital Association and 


currently serves on its Committee 
on Membership. She is also a mem- 
ber of the American Association of 
Medical Record Librarians, is a 
nominee of the American College 
of Hospital Administrators, and the 
current president of the Second 
District of the Illinois Hospital As- 
sociation. 

“The assistance received from 
the American Hospital Association 
through its many publications and 
institutes has been a great deal of 
help to me personally and to our 
hospital,’’ Miss Roe said upon her 
acceptance into Association mem- 
bership. “I have been very fortu- 
nate in being able to attend a 
number of institutes these past 
few years which have given me a 
great deal of guidance. These have 
been on hospital administration, 
credits and collections, purchasing, 
and hospital planning and plant 
operation.” 

Total membership, institutional 
and personal, in the Association 
numbered 10,037 at the end of No- 
vember 1952. Of this number, 
5,995 were institutional members 
and 4,042 were personal. The total 
marks a gain of 554 members 
during a one-year period. 

The American Hospital Associa- 
tion has had a remarkable growth 
since its establishment in Cleve- 
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land, Ohio, in 1898 with a 
membership of eight hospital su- 
perintendents. Mainly a superin- 
tendents’ club in its early years, 
the Association in 1918 initiated an 
institutional membership for hos- 
pital organizations. 

During the calendar year 1951, 
the Association experienced a net 
gain in institutional membership of 
337 hospitals, plus 41 related or- 
ganizations in the hospital field. In 
addition, Type V institutional 
membership (women’s hospital 
auxiliaries) increased by 103 to 
reach a total of 623 women’s or- 
ganizations associated with mem- 
ber hospitals. On the basis of 11 
months’ experience in 1952, it ap- 
peared that similar gains in mem- 
bership were achieved in 1952. 

A rapid growth in Association 
membership has been experienced 
in the period since 1943, when As- 
sociation dues were quadrupled to 
meet the increasing demands of the 
field. During that period, institu- 
tional membership increased more 
than 86 per cent, from 3,215 to 
5,995 (as of Nov. 30, 1952). Per- 
sonal membership has shown a 
similar steady growth from 2,166 
in 1943 to the present 4,042 per- 
sonal members as of November 30. 


1953 NOMINATIONS 


The Committee on Nomination 
of Officers will hold its first 1953 
meetings February 6-7 during the 
Mid-Year Conference at the Drake 
Hotel, Chicago. 

The meetings will be held at 2 
P.M. Friday, February 6, and at 10 
A.M. Saturday, February 7. 

Association members may sub- 
mit names to the committee for 
consideration. Officers to be nom- 
inated are president-elect, treasur- 
er and three members of the 
Board of Trustees. The slate will 
be presented to the House of Dele- 
gates at the 1953 convention. 

Chairman of the nominating 
committee is Joseph G. Norby, 
Milwaukee, Wis. Members are Dr. 
Edwin L. Harmon, Grasslands Hos- 
pital, Valhalla, N. Y.; A. A. Aita, 
San Antonio Community Hospital, 
Upland, Calif.; John N. Hatfield, 
Passavant Memorial Hospital, Chi- 
cago; Dr. Morris Hinenburg, Fed- 
eration of Jewish Philanthropies, 
New York City; Marshall L. 
Pickens, Duke Endowment, Char- 
lotte, N. C.; and Dr. Charles F. 
Wilinsky, Beth Israel Hospital, 
Boston. 
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FEDERAL, ADMINISTRATIVE. - 


President's Commission Report Studied 


Congressional committees and 
advisers to President-elect Eisen- 
hower are studying recommenda- 
tions of the President’s Commission 
on Health Needs of the Nation. 
The Commission’s report, based on 
a one-year study, was submitted 
to the White House on December 
18. Washington observers feel that 
it will leave its imprint on the na- 
tional health legislation to be in- 
troduced on Capitol Hill in 1953. 

The country’s hospitals are im- 
portantly involved in almost all of 
the study’s findings and recommen- 
dations: Financing of health serv- 
ices, physical expansion and im- 
provement of hospitals, training of 
physicians and nurses, promotion 
of medical research, organization 
of health services, and other prob- 
lems, including government poli- 
cies relative to care of military 
personnel, their dependents and 
war veterans. 

The Commission endorsed the 
principle of voluntary prepay- 
ment plans for hospital and medi- 
cal care, although three of its 15 
members dissented in favor of 


compulsory government insurance. 
Also recommended were federal 
financial aid to professional schools, 
expansion of governmental and 


private aid to medical research, 
enlargement of the Hill-Burton 
hospital construction program, re- 
gionalization of public health and 
hospital services, and establish- 
ment of a Federal Department of 
Health and Security. 

Regarding prepaid health serv- 
ice coverage, the report proposes 
creation of a cooperative federal- 
state system, under which each 
state would have a health author- 
ity. It would cooperate with local 
and regional authorities, and so- 
cial security funds, augmented by 
special federal appropriations, 
would be used to facilitate maxi- 
mum public coverage under vol- 
untary plans, accommodate the 
indigent and aid state and local 
governments in maintenance of 
institutions for the tubercular, 
mentally ill and chronically ill. 

“The federal government,” says 
the report, “(would) continue to 
meet its obligations for providing 
personal health services to military 
personnel, veterans with service- 
connected disabilities requiring 
long-term care in its own facilities, 
and merchant seamen, with no 
expansion of federally operated 
facilities except for the armed 
forces as needed; and continue to 
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MANDA 8. ROE, 10,000th member of the American Hospital Association, works at hor desk 


in Memorial Hospital for McHenry County, Inc., Woodstock, Ill., where she is administrator. 
The Association's total membership topped 10,000 at the end of November (Story on p. | 40), 
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meet its present commitments to 
veterans for service-connected dis- 
abilities requiring short-term care 
only, and to the Indians, through 
direct operation of health services 
—until such time as the adminis- 
tration of these services can be 
transferred to the states and lo- 
calities in accordance with ap- 
proved local and state plans which 
guarantee a proper standard of 
care.” % 

On the subject of facilities, the 
President’s Health Commission 
recommended: 

"I. We plan and develop as a 
nation, an adequate system of hos- 
pitals and related health facilities 
to serve all of our people in both 
urban and rural areas. In develop- 
ing this program, the principle of 
federal grants-in-aid should be 
maintained for major construction 
and modernization, and local re- 
sponsibility for the operation of 
these hospitals continued. 

"2. The Federal Hospital Survey 
and Construction program (Hill- 
Burton) be extended and expanded 
to provide for: 

“(a) Continued planning, con- 
struction, modernization and re- 
pair of short-term general hospital 
facilities to overcome the present 
shortages in hospital beds and to 
meet the needs of an expanding 
population. 

"(b) Greatly accelerated plan- 
ning and construction of health 
center, mental disease, chronic dis- 
ease, tuberculosis, rehabilitation 
and research facilities. 

"(c) Particular encouragement to 
the development of well-rounded 
medical centers situated in hospi- 
tals and including extensive pre- 
ventive and rehabilitative facili- 
ties. 

"(d) An immediate start on 
studies necessary as a basis for na- 
tional development of hospitals 
and functions through appropria- 
tion under the existing authoriza- 
tion for this purpose in the Hill- 
Burton Act. 

"3. Continuing study be made 
of ways providing hospital facili- 
ties for rural people while pre- 
serving the highest standards of 
medical care. 

"4. Segregation in the use of 
hospitals be eliminated since it 
detracts from the efficiency and 
quality of care. 

"5. Intensive exploration and 
evaluation be made of the role of 
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chronic disease hospitals, nursing 
homes, home care programs and 
rehabilitation services in meeting 
the needs of the chronically ill. 

"6. Vigorous public and profes- 
sional support be sought for the 
strengthening of hospital licensure 
and accreditation programs.” 

Hospitals are described as “the 
heart of our modern medical sys- 
tem” and, at the same time, “the 
most important and most expensive 
factor in medical education.” 

Noting that there are conflicting 
views as to wisdom of constructing 
small hospitals in rural areas, the 
report says: 

“We believe that the potential 
dangers can be avoided to a large 
extent by proper affiliation of small 
hospitals with medical teaching 
centers and by medical audit—re- 
view of the records of the diag- 
noses and treatment of hospital 
patients. 

“We suggest continuing explo- 
ration of the best ways in which 
modern hospital care can be 
brought to the people of rural areas 
without encouraging the practice 
of poor medicine.” 

Much as it has contributed over 
the past five years, the Hill-Burton 
program has accomplished little in 
adding to the totals of health cen- 
ters and hospitals for the tuber- 
culous and mentally ill, according 
to the President’s Commission on 
Health Needs of the Nation. Al- 
though the rise of prepayment 
plans has eased the financial situ- 
ation of many nonprofit hospitals, 
the concomitant increase in use 
of beds has brought new emphasis 
to bear on the need for replacing 
or modernizing physical plants, the 
report states. 

“This nation should create a 
well-equipped system of health 
facilities adequate to meet every 
community need,” it continues. 
“The hospital of tomorrow should 
be a well-rounded health center 
from which preventive, diagnos- 
tic, treatment, rehabilitative and 
home care services radiate to the 
entire community. It should be the 
center of the physician’s profes- 
sional life, providing laboratory 
and x-ray facilities far his use. 

“It should have auditoria for 
medical and community health or- 
ganizations and it should possess a 
fine medical library. Every phy- 
sician in the community should 
have some affiliation with a hos- 
pital where he can sit down with 
his fellow practitioners and both 
learn from them and teach them. 

“We believe that the economic 
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resources of this prosperous coun- 
try are ample to build and 
support such a hospital system, 
and that in the interests of pre- 
serving and increasing our na- 
tional health we can and should 
be satisfied with nothing less. The 
cost of providing these facilities 
throughout the breadth of this land 
cannot be borne solely by those 
who are hospitalized, nor can the 
large scale support necessary be 
derived entirely from private re- 
sources or from the immediate 
locality itself. Expenditures for 
these facilities will, in the long 
run, represent a net national 
economy.” 

Integration of hospitals -into 
regionalization of health services 
has the following advantages, 
among others, according to the re- 
port: 

|. Laboratory, x-ray and other 
facilities may be pooled for optimal 
service to several hospitals and 
health departments. 

2. Group purchasing of supplies 
would reduce operating costs. 

3. Postgraduate education is fa- 
cilitated for physicians, nurses and 
auxiliary personnel. 

4. “Easy and regular consulta- 
tion on individual cases between 
the personnel in rural areas and 
those in teaching-research centers 
keeps the latter in touch with 
problems of day-to-day practice, 
and brings the former in step with 
recent scientific advances.” 

Examining into the federal gov- 
ernment’s own medical and hos- 
pital establishment, the Commis- 
sion recommended that Congress 
clarify policy on health care of 
servicemen’s dependents: exercise 
caution in connection with opera- 
tions of the doctor-draft law, to 
the end that civilian needs do not 
suffer; and carefully define the 
government’s obligations to vet- 
erans having nonservice-connected 
disabilities. 

“If the federal government is to 
assume responsibility for the total 
medical care of all veterans, the 
present tremendous structure of 
the Veterans Administration will 
have to undergo even greater ex- 
pansion,” says the report. “If direct 
medical care is to be given only 
for service-connected disabilities, 
the facilities and personnel] re- 
quired will be much less. If a de- 
cision is made to extend the home- 
town care of veterans by means of 
prepaid medical and hospital care, 
with care provided in their own 
communities and by their own 
physicians, the load upon the Vet- 


erans Administration will be sub- 
stantially reduced. 

“Congress must make these fun- 
damental determinations of policy 
prior to definite planning for the 
future medical and surgical serv- 
ices of the Veterans Administra- 
tion.” 


State, Territorial Officers 
Adopt Resolutions 


Holding its annual meeting in 
Washington the second week in 
December, the Association of State 
and Territorial Health Officers 
adopted the following resolutions 
and recommendations: 

Establishment of a Department 
of Health in the Eisenhower cabi- 
net, to be headed by a physician 
experienced in public health. 

Extension of the Hill-Burton 
Act, due to expire on June 30, 
1955, for five more years. 

Development of heaith center 
potentials of the nation’s hospi- 
tals, with particular reference to 
diagnostic screening programs, re- 
habilitation and home nursing. 


DPA Sets Goal for Investment 
in Medical Supply Plants 


Defense Production Administra- 
tion has set a goal of $10,000,000, 
with Jan. 1, 1955, as the deadline, 
for new capital investment in 
plants and facilities producing 
medical and surgical supplies and 
equipment. Objective of the ex- 
pansion goal is to increase output 
of operating tables, x-ray equip- 
ment, instruments and hundreds 
of other items required for military 
and standby civilian defense needs. 

According to DPA, applications 
for certificates of necessity for 
rapid tax amortization approved 
and pending total $8,400,000, leav- 
ing upward of $1,600,000 still open 
to reach the required expansion 
goal. This requirements category 
does not include drugs, chemicals, 
biologicals and antibiotics. 

It is estimated that there are 
250 major producers, and several 
hundred smaller firms, engaged 
in manufacture of medical and sur- 
gical supplies. Current production 
rate is $675,000,000, of which more 
than $200,000,000—or about 30 per 
cent—goes into military channels. 


Priority lil Doctors Alerted 
for Caji to Active Duty 


The National Advisory Commit- 
tee to the Selective Service System 
recently issued an announcement 
concerning the deferment of Prior- 
ity III physicians to serve as hospi- 
tal residents. 
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When the supply of Priority I 
and II physicians is exhausted, said 
the committee, the only source of 
physicians available for service as 
junior medical officers will be 
recent medical graduates who are 
obligated for military service un- 
der the basic Selective Service 
Law and other medical graduates 
who are in Priority III under the 
provisions of Public Law 779. 

In order that this group may be 
available for service before older 
Priority II physicians are called, 


the National Advisory Committee 
recommends that, until further 
notice, medical graduates be con- 
sidered available for military serv- 
ice immediately upon completion 
of one year of internship, and be 
not recommended for deferment 
for residency training. 

Hospitals should fill their resi- 
dencies from: 

1. Medical graduates who al- 
ready have had military service— 
a group which constitutes almost 
80 per cent of current interns; 
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2. Physicians who are being dis- 
charged from service, the number 
of whom equals the number of 
physicians being called to active 
duty; 

3. Women and other physicians 
who are not obligated for military 
service. 

The committee also recommends 
that hospital residents registered 
under the basic Selective Service 
Law and those in Priority III be 
released when called by Selective 
Service and replaced by physicians 
from the above suggested groups. 


Two PHS Appointments 
Announced by Dr. Scheele 


Dr. Justin M. Andrews has been 
appointed assistant surgeon gen- 
eral and associate chief of the Bu- 
reau of State Services, Public 
Health Service, to direct the field 
research program of the bureau. 

The announcement was made by 
Dr. Leonard A. Scheele, surgeon 
general, Public Health Service. 

Dr. Andrews is now chief of the 
Public Health Service’s Communi- 
cable Disease Center in Atlanta, 
Ga., and is an authority on malaria 
and other insect-borne diseases. 
He was deputy chief of the Com- 
municable Disease Center for six 
years before being appointed to 
the top post a year ago. 

Dr. Andrews will be succeeded 
at the center by Dr. Theodore J. 
Bauer, now chief of the Division 
of Venereal Disease of the Public 
Health Service in Washington. 


Erie, Pa., Auxiliary Pledges 
$50,000 to Hospital 


A $50,000 pledge by the Women’s 
Auxiliary of St. Vincent’s Hospital, 
Erie, Pa., was the opening gift of a 
$1,350,000 building fund campaign 
to expand the facilities of Erie’s 
oldest hospital. Presentation of the 
gift was made by Mrs. John S. 
Large, president of the auxiliary. 

The $50,000 gift to open the 
drive tops the $35,000 given by the 
same group in 1948 during a sim- 
ilar fund-raising campaign, and it 
makes a total of $99,600 since 1937 
that the women of the auxiliary 
have given to the hospital for 
capital improvements. 

As Mrs. Large explained, the 
$50,000 pledge is to be financed 
during the next five years through 
various enterprises. “It will take 
concentrated effort by every mem- 
ber of the auxiliary to fulfill this 
pledge, but we can do it and we 
will do it,” she stated. 
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NURSING 


Institute for Head Nurses Planned 


An Institute for Head Nurses and 
Assistant Head Nurses will be 
sponsored by four organizations 
January 27-28 in New York City. 

Sponsors are the United Hospital 
Fund of New York, the Greater 
New York Hospital Association, 
the New York City League of 
Nursing Education and the New 
York State Nurses Association. 

The purpose of the institute is to 
present some principles of person- 
nel management and consider their 
usefulness in situations daily facing 
head nurses. Among these situa- 
tions are organization of nursing 
care plans and the use of nursing 
teams; the need for a good system 
of two-way communication so that 
head nurses may get their staff to 
work together productively; and 
the problems of how to obtain 
effective service from auxiliary 
personnel with satisfaction to 
them. 


Practical Nurse Group Urges 
Increase in Schools 


The National Association for 
Practical Nurse Education recom- 
mended there be an increase of at 
least 50 per cent in the number of 
officially approved schools of prac- 
tical nursing in the United States. 
There is need ‘also for greatly ex- 
panded staffs and facilifies among 
existing schools, the association 
said in a recent report, in order to 
relieve the nation’s serious nursing 
shortage. 

Including the 21 schools that 
have been added during the past 
year to the association’s list of 
accredited schools, there are now 
190 institutions that have been 
approved by the association and 
by state licensing agencies. These 
schools graduate approximately 
9,000 practical nurse students each 
year. 


National Cancer Institute 
Supports Nursing Study 


To prepare nurses to give more 
competent nursing care to the pa- 
tient with cancer and to function 
more effectively in a cancer control 
program, teaching demonstration 
projects at four schools of nursing 
are being supported by the Na- 
tional Cancer Institute of the 
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Public Health Service, Federal 
Security Agency. 

All of the schools are teaching 
the broad concepts of cancer nurs- 
ing and using the problem-solving 
approach as recommended and 
outlined in a monograph, “Cancer 
Nursing in the Basic Professional 


Nursing Curriculum,” issued last 
spring by the Public Health Serv- 
ice and distributed to 1,200 schools 
of nursing in all parts of the 
United States. | 

A fifth pilot study may be added 
to the project now being carried 
on at the schools of nursing of 
Boston University, Washington 
University, the University of Cali- 


When the new Kewaunee equ pped General 
Hospital at Wich-ta Falls, Texas wos ready to 
admit potients, every staff-member and visitor 
was impressed with the eff:ciency of layout. 


Write for the Kewaunee 
Catologs of Cabinets, 
Casework, Desks and 
Laboratory Tables for 

Hospitals. 
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IGHT 


Here again Kewaunee Engi- 
neers had done the kind of a 
job that has won them top rec- 
ognition in the Hospital Equip- 
ment field. 

You see “Kewaunee” means 
much more than a fine line of 
Cabinets, Cases and Labora- 
tory Tables and Desks. It is an 
honored name for a nationwide 
service. Kewaunee Laboratory 
Experts engineer into every job 
details of refinement and con- 
venience which reflect credit on 
the Architeci, Builder and Hos- 
pital Management. 

Whether the job you have 
ahead is furnishing a new Hos- 
pital or refurnishing one already 
in use, remember that— 
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fornia at Los Angeles, and the de- 
partment of nursing of Skidmore 
College. The studies will cover a 
five-year period, with an annual 
grant of federal cancer control 
funds not exceeding $10,000 to 
each school. 

With the monograph as a foun- 
dation, it is expected that the five 
pilot studies will enable leaders in 
the nursing profession to set up 
criteria for future cancer nursing 
teaching in nursing schools. 


PREPAID CARE 


Blue Cross-Blue Shield Meeting 
Planned for February 11-13 


The third annual conference of 
Blue Cross and Blue Shield hospi- 
tal and physician relations person- 
nel will be held in Chicago Feb- 
ruary 11-13. 

The conference is devoted to 
developing concepts, methods and 


and 


BIG CAMPAIGNS 


SMALL CAMPAIGNS 


ALL are Important 


Watervliet, Michigan has just reported more than 
$160,000 on a goal of $125,000. 


Indianapolis, Indiana records two gifts with each 
in excess of $1,000,000 in its current continuing 


campaign for $12,000,000. 


IN JANUARY 1953 THE BU- 
~REAU IS WORKING WITH 
15 HOSPITAL CAMPAIGNS 
... LARGE AND SMALL. 


"There Is No Substitute For Experience” 


AMERICAN CITY BUREAU 


{Incorporated 1913) 


221 North LaSalle Street 
Chicago 1, Illinois 


470 Fourth Avenue 
New York 16, N. Y. 


Charter Member American Associatiun of Fund-Raising Counsel 


OUR FORTIETH ANNIVERSARY YEAR 


1000 PARTICIPANTS 


PER 


o8 


techniques to be employed by 
personnel engaged in hospital and 
physician relations work. The 
workshop technique, with discus- 
sion leaders and coordinators se- 
lected from the Blue Cross and 
Blue Shield plans, will be used to 
insure more extensive participation 
by those attending. 

- Conducted under the direction of 
the Blue Cross and Blue Shield 
commissions, the conference is 
supervised by Dr. Ira H. Lockwood 
of Kansas City and Dr. E. Dwight 
Barnett, Columbia University, New 
York City. The concept and history 
of Blue Cross and Blue Shield will 
be discussed by James E. Stuart, 
chairman of the Blue Cross Com- 
mission, and Dr. L. Howard Schri- 
ver, chairman of the Blue Shield 
Commission. 
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AS ON D 


* ADMISSION-STAY 


Reversing the trend of the last 
three years, the annual rate of hospi- 
tal admissions increased during Sep- 
tember and reached a new high for 
the month. 

The average incidence of hospitali- 
zation during September was 120 
inpatient admissions per 1,000 par- 
ticipants. This rate marks the greatest 
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It Costs You Absolutely Nothing 


to Use this Easier, Faster, Safer 


PRESCO 


Identification 


Pays Its Own Way...and More— Of the scores of hospitals 
that are using the PRESCO IDENTIFICATION SYSTEM, practically 
every one is enjoying its many vital advantages on a no cost basis. 
In fact, the vast majority are charging one dollar for the prEsco 
bracelet after it has served its protective purpose and becomes a 
beautiful, priceless keepsake. Even at the minimum charge of 
fifty cents, each bracelet more than pays its own way. 


Positive Identification — Easily and Quickly Applied 

The PRESCO system is simplicity itself. A soft, pliable plastic 
bracelet (non-toxic to skin) is slipped around wrist or ankle. It 
does not have to fit tightly, yet stays comfortably and safely in 
place. On in a jiffy, with a minimum of preparation. And it won't 
come off until it is cut off. 

The name card (which is slipped and automatically locked into 
the transparent bracelet) provides ample space on the back for 
additional data and fingerprint, if desired. 


for Free Samples and the complete story, 
write the PRESCO COMPANY, INC., Hendersonville, N. C. 


from any one Olive St, St. Louis 3, Minow 
of these AMERICAN HOSPITAL SUPPLY 
Distributors 


Ridge Ave., Evanston, illinois 


System 
ay my 


PRESCO BABY KIT 
(for baby identification) beautifully de- 
signed in durable plastic, contains 144 com- 
plete bracelets (72 blue and 72 pink) #5975 
(Adult size packed all pink, all blue, 


or all white; same price) 


PRESCO REFILLS 
144 complete bracelets, 72 blue and 72 pink, 
or all white for adults .. . *437° 


Adult Identification 

Important, too! 

e Adult size presco bracelets are especially 

recommended for use in surgical cases and 

in multiple-bed rooms. They're a never- 

failing “double-check” in the cause of com- 

plete accuracy. Again, here’s a protective 

procedure patients are glad to pay for. 
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Costs 8o Little! 
Weighs So Little! 


Offers So Much! 


Lightweight - The lightest all-purpose hospital 
screen ever designed — only 44 pounds! So easy to 
lift or move or store. 

Sturdy + One-piece tubular aluminum frame, 
anodized for lifetime satin finish. Glider base plus 
self-locking hinges make this screen virtually tip- 
proof. 

Easily Maintained - Panels of durable Good- 
year Vinyl require no laundering. They can be 
cleaned in a jiffy with light germicidal solution — 
without removing from frame. “Snap-out” curtain 
rods permit split-second replacement of panels. 


Eye Appeal - Beautiful Vinyl panels in a vari- 
ety of cheerful colors— blue-gray, pastel rose, pastel 
green, or white. Also, a new nursery design with 
gay circus characters. Satin-finish aluminum frame. 


on 


Flexibility + Exclusive design provides ex- 
tremely compact folding. Can be used as either 2 
or 3 panel screen. 

Easily Stored + Folds to only 1!" thickness. 
Requires an absolute minimum of storage space. 

Lew Cost Compare this presco feather-lite 
Screen, feature for feature, with any other. Then 
compare costs. The pREsco Screen, complete with 
Vinyl panels—only $39.50! Extra screen panels, 


$2.00 each. (Without panels, $36.00 ) Write for swatches which show 
| the true beauty of these Vinyl panels. 


Address PRESCO COMPANY,INC., 
Hendersonville, N.C. 
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increase over both the previous 
month and the same month of the 
previous year in the last five-year 
period. 

Following past trends, Blue Cross 
plans experienced during August an 
increase over the previous month in 
the average length of stay. With the 
exception of August 1948, however, 
the average stay of 7.34 days during 
August 1952 was lower than the 
average stay during the same month 
of earlier years. 

Contrary to past trends, Blue Cross 
plans experienced during August a 
decrease from the previous month in 
the number of inpatient days of care 
provided. The plans provided an 
average of 856 inpatient days of care 
per 1,000 participants during August. 
This experience represents a decrease 
of 55 days per 1,000 participants 
(6.04 per cent) from July, and marks 
the lowest number of inpatient days 
for the month of August during the 
last five-year period, with the excep- 
tion of August 1948. 


National League for Nursing 
Plans Biennial Meeting 


Outstanding program meetings 
designed to help nurses in their 
day-to-day work are being planned 
for the 1953 biennial convention 
of the National League for Nursing 
June 22-26 at Cleveland, Ohio, the 
league announced. 

Nurses in hospitals, public health 
agencies, industries and education- 
al institutions are expected to 
attend in record numbers. The 
nurses will include those who give 
direct care to patients, as well as 
supervisors, teachers and adminis- 
trators. 


Hospitals must educate 
(Continued from page 78) 


and we carry out an educational 
program in this field with patients 
both in the hospital and in the 
hospital’s outpatient clinics. The 
tumor clinic affords an excellent 
opportunity for cancer education. 
In the cardiac clinic, we try to de- 
termine the safe workload for the 
cardiac patient in order to avoid 
unnecessary invalidism. In fact, we 
have found all our 19 organized 
clinics to be fertile fields for health 
education. 

While the teaching of the young 
mother in the care of the newborn 
infant is quite universal in hospi- 
tals today, we have found that a 
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formal course for expectant 
mothers is quite worth while. This 
course covers six one and one-half 
hour periods and encompasses 
maternal hygiene, the physiology 
of pregnancy, prenatal care of the 
infant, and includes the use of 
teaching films and demonstrations. 
The program is sponsored by our 
women’s auxiliary and costs the 
hospital nothing. 

About six years ago, we organ- 
ized a class for the rehabilitation 


of deaf children. The program has 
developed and now we have about 
40 children coming from all over 
the state. The Tracey Clinic tech- 
nique is used whereby the mother 
comes with the child and is taught 
how to carry out the work at 
home. 

Recently the state department of 
health and welfare made available 
to us an adomatic display unit for 
our lobby. By means of this, vari- 
ous health lectures in simple 


Automatic Wound Clip Applier 


Shin Closure (above) is 
quick and easy, with 
better cosmetic effect 


Shin Towel (right) being 
oftached to edges of an 
incision with Autocilips ... 
Also excellent as scalp clips 


SAVES MONEY 
SAVES TIME 
With 
Double AUTOCLIPS 
Always Ready For Use 


In EMERGENCY ROOM 
in The SURGERY 


For both emergency and general use, the new Totco ne eae delivers Auto- 


on fast as the operator can approximate wound edges. 
It holds 


© assistant is necessary. 


20 Autoclips, which are double wound clips so fewer are needed. They hold more 
firmly than ordinary clips, won’t catch in gauze dressings, and are easily, painlessly 
removed. The applier may be kept loaded and sterile for inctant use. Reloading takes 

combined, 


but a second, and partial racks of Autoclips can be 


and further economy. 
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both for convenience 


TOTCO Autoclip Applier. Weighs but 
2 ounces, rustless metal, chrome plated. 
Each, $23.50 


TOTCO Autoclips. Double width, 18 mm. 
size only. 20 to the rack. 5 racks to box. 
Per 100, $2.40; Per 1000 clips, $22.00 
(5°, discount in 5,000s; 10°, in 10,000s.) 


TOTCO Autoclip Remover. Each, $6.00 
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language are made possible in 
visual form. These are prepared by 
the staff and photographed for 
insertion in the machine. The pro- 
gram is changed weekly, and a 
wide variety of subjects, such as 
tuberculosis, cancer, diabetes and 
deafness, affords a rather compre- 
hensive program of preventive 
medicine. 

We feel that the educational pro- 
grams in our hospital have been 
worthwhile. We hope to expand 
and improve them because we be- 
lieve that education is a hospital 
function second only to the care of 
the sick and injured. 


CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 
Santa Monica—St. John's Hospital 


GEORGIA 
Milledgeville—Milledgeville State Hospital 


KENTUCKY 
Paducah—-Western Baptist Hospital 


MISSOURI 


Kansas City—Veterans Administration 
Hospital 
Trenton—Wright Memorial Hospital 


NEBRASKA 
Callaway—Callaway Muncipal Hospital 


NORTH CAROLINA 
Dunn—Dunn Hospital 


TEXAS 

Fabens—Fabens Hospital 
Houston—St. Elizabeth's Hospital 
Jasper—Hardy-Hancock Hospital 
Longview—Camp Normal Industrial 

Hospital 
Mercedes—Lawler Clinic-Hospital 
Naplies—David Granberry Memorial 

ospital 

Olney—Hamilton Hospital 
Sonora—Lillian M. Hudspeth Memorial 


Wharton Canin Valley Hospital 

Yoakum—Huth Memorial Hospital 
VIRGINIA 

Wytheville—Wytheville Hospital 


WASHINGTON 


Monroe—Monroe General Hospital and 
Nursing Home, Inc. 


PERSONAL 


Andrews, William H.—Student of Hosp. 
Adm.—Barnes Hospital—St. Louis 
Apsey, Dr. Russell—Asst. —St. Luke's 
ospital—New York City 
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FILMSORT , 


IT’S IN THE CARDS 


Indi ‘Vidualizes Microti\™ 


will you put all the 
Filing Cabinets? 


Make the 14 to 1 test! Put the contents 
of your filing cabinets into Filmsort Jackets 
and stop worrying about your space require- 
ments. Filmsort Jackets in just one card file 
cabinet hold the microfilmed contents of 14 
five-drawer letter-sized cabinets. 

Look at the Filmsort Jacket. It comes in 
any popular card size to fit any size of micro- 
film. A 4 x 6” Filmsort Jacket holds at least 
40 letter-size pages at a low microfilm reduc- 
tion. You read or enlarge your microfilm 
instantly and directly from the Filmsort 
Jacket. 


With Filmsort, you centralize your hos- 


pital records on one floor and in one room. 
Why worry about filing cabinets when Film- 
sort answers your record storage problem. 


Film it ... File it... Find it in Filmsort 


Jackets quicker than ever before. 


Send for literature! Find out 
how you can make the 14 to 
1 test. No obligation of course. 


FILMSORT INC. 
DEPT. H, PEARL RIVER 


Rodes, Milto 


Aschheim, Chaim—Adm. Res. — Mount 
Sinai Hospital—Chica Oo. 

Bennet-Alder, Leon — Student of Hosp. 
Adm.—University of Toronto—School of 
Hygiene. 

Berber, Herman — Asst. Dir. York 
State Dept. of Health—J. N. Adam 

Boettcher, — Student of Hosp. 
“University Toronto. 

ae James J. Jr.—Student—Uni- 
—" ty of Chicago. 

Brandow, Robert H.—Per. Dir.—Methodist 
Hospital of Gary, Inc.—Gary, Ind. 

Carison, Ethel Estelle, R.N.—Dir., School 
of Nursing—Somerville (Mass.) Hospital. 

Clay, ist Lt. John L.—Per. Officer—-US. Air 
het Hospital—Beale Air Force Base, 
Cali 

Coffman, Howard A.—Supv. of Building & 
Maintenance — Maryland Tuberculosis 
Hospitals—State Sanatorium, Md. 

Crouch, Howard E.— Student — Columbia 
University—School of Public Health— 
New York City. 

Derr, L. Hubert—Bus. Mgr.—Mount Wilson 
(Md.) State Hospital. 

De Spelder, James Francis — Student of 
Hosp. Adm.-— Washington University — 
School of Medicine—St. Louis. 

Dierks, Adalbert G.— Student of Hosp. 
Adm.—Washington University—St. Louis. 

Doggett, Porter—Dir.—Newark (N.J.) Eye 
and Ear Infirmary. 

Estes, O. C.—Student—University of Chi- 
cago. 

Forsman, Vernon W.—Student—University 
of Chicago. 

Gano, Harold L.—Student of Hosp. Adm. 
—University of Chicago. 

Gintzig, Leon I.—Dir. of Educ.—Veterans 
Administration Hospital—Downey, III. 
Green, John W.—Student of Hosp. Adm — 

University uf Chicago. 

Hagedorn rothy Doerges—Adm. Asst.— 
St. Louis County Hospital—Clayton, Mo. 

Hall, —e Dudley Jr.—Student of Hosp. 

Adm. — Northwestern University — Chi- 
cago. 

Hanson, Bertram G.—Student of Hosp. 
Adm. —University of Chicago. 

Holt, Willard Joseph Jr. — Hospitalman 
Chief—USS William C. Lawe (DD-763) 
c/o FPO, New York : 
Igou, Mrs. Jane—Adm. es.— Methodist 

Hospital—Indianapolis, Ind. 

Jackson, Byron D.—Adm.—St. Luke's Hos- 
pital—Fargo, N. D. 

Janis, Dr. Lee—Dir.—The “pe Medi- 
cal Center—Kansas City, Mo. 

Johnson, Emmett R.—Adm.—Western Bap- 
tist Hospital—Paducah, Ky 

Johnson, ster E.—Student ot Hosp. Adm. 
~—Washington University, St. Louis. 

Kelly, John J.—Exec. Asst.—Division of 
Health & Hospitals—Catholic Charities— 
Diocese of Brooklyn—Brooklyn, N. Y. 

Krupa, Walter J.—Student of Hosp. Adm. 
~—Columbia University—New York City. 

Kurtz, Alfred R.—Student of Hosp. Adm. 
—University of Chicago. 

Lachner, Bernard J.— Adm. Res. — lowa 
Methodist Hospital—Des Moines. 

Lawrence, Robert J.—Adm. Res.—Herrick 
Memorial Hospital—Berkeley, Calif. 

Lyon, William L.—Student of Hosp. Adm. 
‘University of Chicago. 

Marvin, Oscar McDowell Jr.—Adm. Res 
North Carolina Baptist Hospital-—_Win- 
ston-Salem. 

Maysent, Harold Wayne—Student of Hosp. 
oo — Northwestern University — Chi- 


Mikail, Carl M.—Student of Hosp. Adm.— 
University of Toronto. 

Stephan M.—Student of Hos 
Adm.—Washington University—St. Louis 

Murphy, Francis D.—Dir. of Per. ost 
Mary's Hospital—Milwaukee, Wis. 

Pendleton, Ruth E.—Supv.—New England 
Deaconess Hospital—Boston, Mass. 

Perkins, Linn B.—Asst. Adm.—The Christ 
Hospital—Cincinnati, Ohio. 

Robinson, Capt. Arin F. Jr.—Student of 
Hosp. Adm.—Northwestern University — 
Chicago. 

Robinson, Dr. Daniel R.—Staff Member— 
Mercy Hospital—Baltimore, Md. 

M.—Management Analyst— 

Gallinger 

Roe, Manda B., R.N.— Adm. — Memorial 
Hospital | for McHenry County — Wood- 


gy Bryan Allen — Student of Hos 
Adm.—Washington University—St. Lou 

Sabo, James E. Adm. Officer — Public 
Health Service” Outpatient Clinic—New 
York Cit 

Shaw, Jonny M.—Student of Hosp. Adm.— 
Washington University—St. Louis. 

Shoemaker, C. Dwayne—Student of Hosp. 
Adm —University of Chicago. 

Simek, Franklin E. — Student of H 
Adm -~-Washington University—St. Lo 
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er, Charles H.—Asst. Dir. 
Y.) Hebrew Home & 
Small. Murray Johnson—Bus gr. —Selt 
Memorial Hospital—Greenwood, S. 
Stumpf, Charles F. — Student of Hosp. 
Adm.—Washington University—St. Louis. 
Thomas, Gladys Booten — Bookkeeper — 
Morris Memorial Hospital—Milton, W. Va. 
Titler, Niles A.—Student of Hosp. Adm.— 
Municipal Hospital—Graduate School of 
Public Health—Pittsburgh, Pa. 
Tobias, Benjamin—Student of Hosp. Adm. 
Washington University—St. Louis. 
illiam W. IIl—Student of Hosp. 
m.—University of Chicago. 
Wedel Paul George — Student of Hosp. 
Adm. — Northwestern University — Chi- 


Wessett. Muriel R.—Student of Hosp. Adm. 
~—Columbia University—School of Pub- 
lic Health, New York City 

Zimet, Leonard J. Student — University of 
Pittsburgh. 


NEW AUXILIARY MEMBERS 


The Women's Auxiliary of the California 
Babies’ and Children’s Hospital, Los 
Angeles. 

Hospital Auxiliar 
asota County 


Volunteers, South Sar- 
emorial Hospital, Venice, 


la. 
Ladies Guild of Provident Hospital, Balti- 
more, Md. 
State ggg Hospital Auxiliary, Mound 
Bayou, 
Aid of the Elizabeth 
(N. J.) General 
Columbia Memorial ospital Auxiliary, 
Hudson, N. Y. 

Woman's Auxiliary to University Hospital 
of the Good Shepherd, Syracuse, N. Y. 
The Women's Guild of Clinton Memorial 

Hospital, Wilmington, Ohio. 


Follow-Up Service 
(Continued from page 63) 


are referred back to their family 
physician for treatment and advice 
and a letter is written by the ex- 
amining doctor to the family phys- 
ician stating his findings. 

The date on which the patient is 
to return is marked in the proper 
square on the back of the calendar 
card with an oblique stroke (half 
the letter X plus the year). This 
stroke is completed if the patient 
has returned, and the new date 
again marked with a similar stroke. 
In case the patient does not return 
on the appointed date, the stroke 
is placed for a week or two later, 
as he may possibly send word as to 
his reason for not coming in. 

Again, if the patient fails to re- 
turn or write, every possible man- 
ner is used to locate and persuade 
the patient to return to our clinic 
by means of another letter or card, 
telephone, social worker, family 
physician (if they live in town) 


tient’s diagnosis when discharged. 

The hospital is now embarking 
on its 32nd year of continuous fol- 
low-up service rendered without 
charge to all of its patients. During 
this time approximately 95,000 pa- 
tients have been examined in our 
follow-up department and an ad- 
ditional 20,000 have been contacted 
by questionnaire, letter or report 
from family physicians. This rep- 
resents a 90 per cent follow-up of 


a total of approximately 127,000 
patients since the year 1920. 

The fact that during the past five 
years the number of personal in- 
terviews has increased from 75 per 
cent to 80 per cent of the expected 
total, and that there has been an 
increase of 10 per cent personal in- 
terviews since a previous survey 
was held in 1937, is proof enough 
that patient interest is increasing 
steadily. 


Announcing an Improved Method in the 


Sterilization of — 


STERILIZING TUBING 


Compare this revolutionary new method of sterilizing and storing Syringes and 
Needles with old-fashioned, time-consuming and expensive procedures. 


© needle is inserted in special paper holder 


with size of needle clearly indicated 
and visible through the transparent tubing. 


e needle barrel and plunger are inserted 
in the tubing with ends of 
tubing sealed (as illustrated). 


© after autoclaving (not for use in an oven) 


the syringe and needle are now ready for 


immediate use or stored for future use. 


© the 3 parts are quickly assembled 
by hand within the tubing. 


e this new method means a complete 
stock of sterilized syringes and needles 
ready at all times. 


Weck Sterilizing Tubing is also ideal for 


sterilizing catheters and surgical 
tubings such as rectal tubes, drains, etc. 


Order direct from Weck or write for Bulletin 


giving complete technical data. 


WECK TUBING 
Comes in compressed cylindrical “sticks” in 2 sizes 
36/32” diam. 40 ft. te @ stick 
10 sticks (400 feet) $ 495 
ins (1000 feet) 10.95 
(5000 feet) 45.00 
235/64" diam. ft. to stick 
20 sticks (320 feet) $12.00 
(800 feet) 28.75 


CATHETER STERILIZING PAPER 
50 sheets on a pod—per thousand sheets $3.50 


NEEDLE STERILIZING PAPER 
per thousand $1.00 


and questionnaire if they don’t live 
in town. This questionnaire is sent 
to the respective patient to be filled 
out by him or by his physician. We 
use surgical (Form I), medical, 
thyroid, ulcer and breast question- 
naires depending upon the pa- 


WECK INSTRUMENTS ARE MADE CORRECT... 
SOLD DIRECT .. . TO HOSPITALS 


MP EDWARD WECK & CO., INC. 


135 Johnson Street, 
Brooklyn 1, N. Y. 


Manufacturers of Surgical Instruments « 


Hospital Supplies * Instrument Repairing 
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| PRO RE NATA 


JOHN H. HAYES 


The growing American habit of 
morning and afternoon “breaks” 
for coffee, etc., has become such a 
problem that a few large concerns 
now have carts which go around 
the offices with hot beverages, pas- 
tries, etc. They figure that less time 
is thus lost, and they know where 
their workers are. It also cuts down 
traffic in office building elevators. 

I’m not condemning the habit, 
but I wonder about what this might 
do to the girls’ figures, if indulged 
in too much. 

One of my cynical friends with 
a large office told me that the 35- 
hour office girl’s week is actually 
29 hours, after allowing 15 minutes 
at each end of the day for getting 


ready to work or to go home, and 
two 20-minute “breaks” for coffee 
each day. 

Remember the old saying, “A 
man will work from sun to sun; 
but a woman’s work is never 


done’”’? 
* * * 


A former hospital administrator 
was known for his extensive use 
of charts or graphs to show trends 
in all branches of the work of his 
hospital. 

No one was more surprised than 
he, at a house staff party, when 
one of the boys produced a chart 
which indicated by a curved line 
the number of flies counted each 
day during the preceding month 
in one of the operating rooms. 


It has often occurred to me, 
while watching baseball games, 
that we are too prone to give the 
pitcher credit for a no hit-no run 
game, or one which his side wins 
with few hits by the batters of the 
other side. That should not always 
be so, in my opinion. Very often 


Unique and 
vital . .. for 
Saving Prematures 


THE 


PRAGEL 
PORTABLE 
INCUBATOR 


This is the 
only truly 
PORTABLE 


Incubator! 


Provides the vital warmth 
and oxygen a premature 
infant requires for safe ar- 
rival at the hospital. Ideal for 
intra-hospital use. Its prac- 
tical, everyday utility is a 
proven fact in leading insti- 
tutions. Its low cost and ver- 
satility make it an important 
addition to standard ambu- 
lance and hospital equipment. 


BROCHURE ON REQUEST 


including list of users. 
Ask for Booklet A. 


_ Pragel Portable Incubators, Inc. « 617 Park Ave., Baltimore 1, Md. 


the infielders or outfielders just 
happen to be in the right places 
when batters slam the ball. 

In other words, it is teamwork 
that wins. 

This can also apply to illnesses. 
A patient might give 100 per cent 
credit to his physician or surgeon, 
forgetting the many other people in 
the hospital who were there at the 
right time with the right equip- 
ment to make recovery swift and 
easy. The great difference, of 
course, is that the hospital workers 
are operating under the doctor’s 
orders. The pitcher is never the 
captain or manager. 


* * * 


Some of you may recall my sug- 
gestion that there be a new title 
for social service because so many 
people are apt to consider that title 
as applying only to those who deal 
with persons who are wards of so- 
ciety. 

Dr. John R. McGibony, chief of 
the Division of Medical and Hos- 
pital Resources, the Public Health 
Service, suggested to me in Phila- 
delphia that social service workers 
might be called medical counselors 
or health counselors. I think medi- 
cal counselors would be too con- 
fusing and might indicate a knowl- 
edge of medicine which the average 
social worker does not have. I feel 
that the term health counselor is a 
very good one. 

Incidentally, John McGibony’s 
book, “Principles of Hospital Ad- 
ministration,” has now been pub- 
lished, and I can highly recommend 
it to those in hospitals or planning 
to work in hospitals. 


* * * 


In our neighborhood special duty 
rurses now get $13 for each eight- 
hour tour of duty. 

General duty nurses get $230 per 
month the first six months, with 
$10 increments after six months, 
18 months, and 30 months from 
start. 

We have a five-day forty-hour 
week for staff nurses, with four 
weeks’ vacation, nine holidays and 
two weeks’ sick leave pay. 

This sounds like a lot of money 
for special nurses; and it is if they 
want to work more days than do 
staff nurses. However, here is how 
their incomes compare, using the 
same number of days of work: 
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“back care” 
cannot be 
overemphasized” | 


Hand in hand with the growing 
practice of budgeting the nurse’s 


time has come recognition that 
the lotion chosen for patient skin m4 
care and massage CAN MAKE 
A DIFFERENCE. To gain 
maximum results for the effort 
expended, hospital executives, 
physicians and nurses are 
turning increasingly to 


L. Monteg, 


Filson, M.A 
.. Saunders, 1948: | p. 237 


lotion of chaéce 


for massage and bed sore 
prevention measures —Now 
with ANTISEPTIC VALUE 


'NURSING ARTS, Mildred 


The soothing, emollient character 
of Dermassage, the protective value 
added by germicidal hexachloro- 
phene and the cooling effect of 
menthol—these combine to make 
Dermassage a logical aid to patient 
skin care. The lanolin and olive oil v * 
content lubricates skin surfaces, 
reduces likelihood of cracks and irri- 
tation. Hexachlorophene minimizes the 


risk of initial infection, gives added 


protection where skin breaks occur despite i 
precautions. Menthol refreshes without resort 
to rapid, skin-drying evaporation. Ee 


bral 

of “ON GUARD” of Dermassage for 
hospital use will be 
theritetive text 
on CARE OF THE sent on request 


BED PATIENT'S ~COMPLI- 
SKIN end PRE- MENTARY, 
VENTION OF PREPAID! 
BED SORES? 

Your request for 


ts 
will be filled 
promptly 


7 Your 
Distributor 
or Write 


EDISON 
CHEMICAL co. 


Chicago 2 


48 weeks of 5 days __ 240 days 
Less 9 holidays 


” 10 days sick leave 19 days 


221 days 
for which the special nurse re- 
ceives $2,873 less $21.54 (for her 
additional social security pay- 
ment), or $2,851.46. 

For the first year the staff nurse 


gets: 
$1,380 
1,440 
$2,820 
Plus Workmen's Compensation 
insurance? 


Plus free hospitalization and 
medical care? 

Plus laundering of 

Uniforms . 90 


$2,910 

After the first 18 months the staff 
nurse gets further increments. 
Most hospitals pay $20 extra per 
month for evening duty; and $10 
for night duty. 

Some allow payment beyond 
$13 for special nurses on evening 
and night shifts. 

* 

A physician in Denmark report- 
ed that fat people stay in hospitals 
five days longer per visit than nor- 
mal-weight or thin people. 

I thought it was the reverse; but 
I guess that thin people just seem 
“longer” to me. 

Maybe dieting is partly respon- 
sible for the shortening in hospital 
Stays in this country. We are hav- 
ing more and more thin people. 

Slogan for new diet promoters, 
“Cut your weight and hospital stay 
by eating the new low calorie 
way.” 

.@ 

In Atlanta, at the Southeastern 
Hospital Conference last April, I 
heard Bob Whitaker scold us for 
using the term “room and board” 
in charging patients. He said that 
this immediately suggested com- 
parison with hotel room charges or 
what you might charge cousin Til- 
lie for her stay in your home. 

I think he has something there. 
A better term is “daily service 
charge,” or something similar to 
that. 

“Room and board” suggests a bed 
and three meals, or only a small 
part of the hospital's services to 
patients. 


you can't 
90 wrong 


when you reach for 


surgical 


cleanser 


now colored 
CRYSTAL GREEN 
x for positive 


identification 


NOW turn the task of instrument cleansi 

to EDISONITE SURGICAL CLEANSE 
\ save costly nurse-hours for tasks that only nurses 7 
can perform! 


EDISONITE dissolves debris clinging to instru- 
ments in a 10- to 20-minute immersion. Leaves ; 
metal, rubber or glass thoroughly, chemically el 
clean. Also 


Edisonite now gives that 
extra measure of 
protection... 


because it is colored 
Crystal Green to eliminate 
any poasilility of error in 
identifying liquids. In- 
struct surgical personnel 
to “Reach for Crystal 
Green EDISONITE, 
and cleanse inatru- 
ments safely!’ 


It costs you 
nothing to give 
EDISONITE this 

performance test 


If EDISONITE cleanaing is 
not yet routine procedure in your 
surgical and emergency depart- 
ments, write for our 5 Ib. T ar 
PACKAGE ent 
COMPLIMENT ARY 
AND PREPAID. Then 
teat DISONITE 
thoroughly under all 
conditions! 


Your 
Distributor 
or Write 


EDISON 
CHEMICAL co. 


30 W. Washington St. 
Chicago 2 a 
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SAVE 


Maintenance ano 
Towel Costs wrt 


ELECTRIC 
HAND OR HAIR DRYERS 


ELIMINATES TOWEL 
5 EXPENSE... SAVES 
ELIMINATES STORAGE SPACE 


Seve valuable maintenance time and elimi- 
nate continuing towel expense. New high- 
speed Soni-Dri provides quick, avtomatic 
hand or hair drying service 24 hours a day 
year after year! Sani-Dri is a permanent 
solution to your washroom sanitation and dry- 
ing problem ... and SAVES UP TO 85% 
OF YOUR WASHROOM COSTS! 


NEW FASTER-DRYING FEATURES! 


@ New faster-drying heating element! 

@ New smaller, oval nozzle produces more 
concentrated stream of air! 

@ instant starting push-button switch with 
avtomatic shut off! 

All Sani-Dri Electric Dryers ore GUARAN- 

TEED, and have carried the Underwriter's 

Seal of Approval for over 18 years! 


Grockurel 


Shows all Sani-Dri hand 
and hair dryer models with 
|| new high-speed drying fea- 
tures . . . plus installation 
pictures. Write today! 


Distributors in Principal Cities 
THE CHICAGO HARDWARE FOUNDRY CO. 
“Dependable Since 1897" 
3513 Commonwealth Avenue 
North Chicago, Iiinois 
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FOR SALE 


WALK-IN COLD BOX, FLEETWOOD 
PORTABLE, FIBRE GLASS INSULAT- 
ED, 912 x 10 x 7's, COPELAND 2HP 


USED ONE DAY. EXCELLENT CONDI- 
TION. EXTRAX CO., 360 FURMAN ST., 
BROOKLYN, N. Y. 


POTATO PEELER, HEAVY DUTY. 2HP 
DIEHL MOTOR WATER VALVE AND 
CONNECTIONS, HARDLY USED, EX- 
ee 360 FURMAN ST., BROOK- 


POSITIONS OPEN 


MANUFACTURERS AGENTS or free-lance 
salesmen can sell our very practical items 
at a substantial profit to themselves. 
Liberal commission on items used in every 
hospital. If you have the accounts, we have 
the merchandise. Address Box D-81, HOS- 
PITALS. 


VASSAR BROTHERS HOSPITAL 
Poughkeepsie, New York 
Fully approved—-250 beds 

Has followin 
EDUCATIONAL DIRECTO xperience 
ably S. Beginning salary 
month, with annual increment. 
CLINICAL INSTRUCTORS FOR OPER- 
ATING ROOM AND PEDIATRICS, ex 
rience and advanced preparation, prefe 
degree required. eginning salary 
$305 per month. Annual increment. 
SUPERVISOR OF CENTRAL SUPPLY. 
Experienced and advanced preparation 
required, beginning salary $305 per month. 
Annual increment. 
SUPERVISOR AND CLINICAL INSTRUC- 
TOR FOR OBSTETRICS: experience and 
advanced preparation necessary, prefer- 
ably a degree. Beginning salary 5 per 
month. 
GRADUATE STAFF NURSES. Beginning 
salary $240 r month. Annual increment. 
This t hospital is located 70 miles from New 
York City. It maintains a 40 hour week. 
Three weeks paid vacation. Sick time. 
Hospital care. Complete maintenance, if 
desired, at $45 per month. Apply Director 
of Nursing. 


DIRECTOR OF NURSING’ SERVICE 
WANTED for a beautiful, new 200-bed 
HOSPITAL, preparing to open 


GRADUATE 

Well organized MEDICAL STAFF, 
and modern attractive 
workin conditions; open. 
need OPERATING ROOM SUPERVISOR. 
FLOOR SUPERVISORS, HEAD AND 
GENERAL DUTY NURSES. APPLY TO 
WASHINGTON COUNTY GENERAL 
HOSPITAL, P. O. Box 3097, GREEN- 
VILLE, MISSISSIPPI. 


PEDIATRIC NURSES: for new 47 bed 
Children’s Hospital with all clinical facili- 
ties. Personnel Policies meet C.S.N.A. rec- 
ommendations. Beginning salary $260 per 
month. Centrallv located in California 
near State College. Openings for all posi- 
tions. Apply Director of Nursing Service, 
ildren's Hospital, Fresno, Cali- 
ornia 


WANTED—Medical Superintendent for 
Negro Genera! Hospital. M.D. with at least 
three years’ administrative experience. 
Temporary appointment to replace _ in- 
cumbent call to Military Service. Sal- 
ary $5460 to depending apes ee 
ence. Write Personnel Department, 
Floor, City Hall, Kansas City, eel 


EXCELLENT OPPORTUNITY for Clini- 
cal Instructors for approved School of 
Nursing. Four hundred bed general hos- 
ern pecial employee benefits. For de- 

ils, apply Personnel Director. The Christ 
Hospital, Cincinnati 19, Ohio. 


PERSONNEL MANAGER for Dietary Dept. 
of 375 bed general hospital with central tray 
service. Some food service experience es- 
sential. Good salary and vacation. 40 hour 
week. Write Chief Dietitian, Huron Road 
Hospital, East Cleveland 12, Ohio. 


ANESTHETIST-NURSE (for fully 
roved 100-bed new hospital in Paci c 
orthwest. Two anesthetists regularly em- 
ployed. Salary $350 per month plus com- 

Apply Box D-86, HOS- 
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THE MEDICAL BUREAU 
Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATORS: (a) Medical; new 
medical center; California. (b) Medical 
director and assistant superintendent; 700- 
bed ae hospital; large city, impor- 
tant medic center. (c) Medical; out- 
standing state hospital: large residency 
training program in affiliation with teach- 
ing institution; $12,000, home, complete 
family maintenance, servant. 
voluntary general hospital, 250 beds; town 
50,000 near large city,-university medical 
center, Midwest. (e) General hospital, 150 

S: several years’ experience required: 
$8-$10,000; Northwest. (f) Assistant: min- 
imum four years’ experience and account- 
ing background required; 225-bed 
resort town; Midwest: $7500-$8000. 
Assistant: voluntary general hospital, 100 
beds; expansion program will increase to 
thousand beds within several years: ex- 
perience beyond formal training required: 
university center: East; $7000. (i) Assist- 
ant; strong background in accounting; 
new modern hospital. 200 beds; college 
town, New England. H1-1 


ADMINISTRATORS-NURSES: (a) Chil- 
dren’s orthopedic hospital; 85 beds; large 
city. university center, West. (b) General 
hospital, 75 beds; university town, New 
England. (c) Small general hospital: resi- 
dential town near university center, Mid- 
west. (d) General 70 bed hospital; vicinity 
New York City. (e) Convalescent hospital, 
150 beds: college town, Midwest. (f) As- 


sistant: general hospital, 400 beds; Mid- 
west. H1-2 

ANESTHETISTS: (a) Two; new hospital, 
75 beds; college town, near large city, 


medical center; opportunity continuing 
studies; $500. (b) Association, group anes- 
thesiologists, Southern California. (c) Hos- 
pital and clinic: foreign operations; large 
industrial company: minimum $7200. H1-3 


COLLEGE, CLINIC: (a) Clinic nurses; 30- 
man group, university resort town, West. 
(b) Student health, liberal arts college; 
Midwest. H1-4 


COMPLETE STAFF: Administrative assist- 
ant, business manager, chief engineer, di- 
rector nursing service, chief and staff 
dietitians, physical therapy technicians, 
laboratory technicians, executive house- 
keeper, record librarian, super- 
visors; new hospital, general, non-profit, 
25@ beds; Fy iations; univers.ty 
medical center. 


DIETITIANS: (a) Chief and assistant 
dietitians; university hospital, new build- 
ing under construction, completion 1954; 
outstanding dietary department; minimum 
salaries; and $3700 respectively; 
West. (b) Associate dietitian well qualified 
as therapeutic dietitian; duties include 
special diets, teaching; new hospital, 200 
beds; college town, near Chicago; $350. (c) 
Three assistant dietitians: one of country’s 
leading private practice clinics. (d) Chief 
dietitian; hospital group affiliated univer- 
sity medical sehool, duties include serving 
as consultant; $6000-$6500. H1-6 


DIRECTORS OF NURSES: (a) Teachin 

hospital, 375 beds; fully accredited school, 

200 students; university center, East. (b) 
New 450-bed hospital, 175 students, col- 
legiate affiliations: university town, Mid- 
west. (c) University school; woman of 
outstanding qualifications, Master's or 
Ph.D., develop four-year pro- 
ram; $7000 (d) Voluntary general 
ospital; ‘census, 300: 90 students: 
departments well staffed; outstanding med- 
ical staff: California. (e) Associate direc- 
tor, school of nursing. 225 beds; 45 stud- 
ents, collegiate affiliations; resort town, 
90,000, West. (f) Nursing service only; new 
350-bed hospital. completion late summer; 
interesting program, community health 
education, preventive medicine; large city, 
center, East. (g) New tubercu- 
losis sanitarium, 500 beds, unit university 
city, important teaching cen- 

r. 


EXECUTIVE HOUSEKEEPER-—Importani 
Teaching Hospital; University Center, 
minimum $4200, perquisites. H1-8 


EXECUTIVE PERSONNEL: (a) Controller 


qualified as business manager -— also, 
purchasing agent: new ho — recently 
completed; metropolitan ar (b) Public 
relations director; 300 bed eeneral hospi- 
tal; Midwest. (c) Personnel director: vol- 
untary general hospital, 225 beds, fully 
average personnel 200: town 
40,000 near university medical center. (d) 
Accountant qualified supervise staff of 10: 
490-bed hospital; university center, East. 
(e) Admissions officer: voluntary general 
hospital currently under construction; 
near New York City. H1-8 


FACULTY APPOINTMENTS: (a) Educa- 
tional director; school recently established 
by liberal arts college, California. (b) Edu- 
cational director and nursing arts instruc- 
tor; 250-bed hospital, 80 students: univer- 
sity and resort city, West. (c) Clinical in- 
structor and supervisor, department of 
nursing; rural community collegiate pro- 
gram; near two university centers: East. 
(d) Educational director qualified psy- 
chiatric nursing, university school: un- 
usual hospital facilities; outside U.S.; mild 
climate. (e) Assistant professor, nursing 
arts: state ll-month year; 


around $5000. 


RECORD LIBRARIANS: (a) Chief: staff 
of 12; 500-bed teaching hospital: $5000- 
$6900. (b) Chief: large general hospital 
effiliated university medical school: large 
city, university medical center, West. (c) 
Chief and three assistants; group of 60 
specialists; affiliated hospital 300 beds: 
university center. H1-10 


SOCIAL WORKERS: (a) Director: volun- 
tary general hospital, 400 beds; teaching 
affiliations: East. (b) Psychiatric: advisory 
clinic serving municipal court; large city, 


Midwest. H1-11 

SUPERVISORS: (a) Chief, operatin 
room; 425-bed hospital: eastern city: $500" 
(b) Orthopedic: 150-bed general hospital: 
university town, Midwest: $400. (c) Ob- 
stetrical; new hospital. 250 beds: resort 
area, Wisconsin $350. (d) Operating room, 
new general hospital, small size; Southern 
California; $4500. (e) Night and floor: 
small general hospital; outside U.S.; mild 
trovical climate. (f) Central supply, out- 
patient. obstetrical, operating room: new 
hospital now being built; completion 
March; East. H1-12 


WOODWARD 
MEDICAL PERSONNEL BUREAU 
(Formerly AZNOES) 


Ann Woodward, Director 
185 N. Wabash, Chicago | 


If none of these opportunities meet your require- 

ments, please ask for an — form so we may 

wears an individual survey for you. Strictly con- 
ential. 


ADMINISTRATORS: (a) Medical; To or- 
ganize and direct educational program; 
operated general hospital; 
550 medical school affiliated: $15.,- 
000. ib) Lay or Medical; 400 bed univer- 
sity hospital; Isotopic and research in 
character; will be important teaching 
unit; outstanding man required. (c) Med- 
ical; Direct philanthropic or- 
ganization; broad rogram for improving 
hospital care; medical center and group 
forty affiliated hospitals; opportunity fac- 
ulty appointment. (d) Lay: Municipally 
operated general hospital; 450 beds; edu- 
cational program: city 150,000. (‘e) Medi- 
cal: Large university hospital; Relieve 
resent Director during two years mili- 
ry absence; every possibility of perma- 
nent association, (f) Lay: General hospi- 
tal. fairly large size under construction; 
completion spring 1953; much sought after 
west-coast locality. 


ADMINISTRATORS—-NURSES. (a) Re- 
cently completed, county owned, thirty 
bed hospital; lovely residential town; 
midwest. (b) City hospital, 100 beds; must 
be extremely well qualified; new post; 
near Boston. (c) Small hospital several 
years old; excellent facilities, prefer re 

istered nurse with good business experi- 
ence; county seat town: Colorado. id) 
Convalescent and Rehabilitation hospital; 
150 beds: lovely college = 175,000; ich. 
(e) Assistant; 250 bed voluntary general 
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WATER - COOLED COMPRESSOR, 2 
BLOWER COILS, ALL ATTACHMENTS 


VERTISING 


WOODWARD MEDICAL PERSONNEL 
BUREAU—(Cont'd) 


woman's — adding 125 beds; large 
university cit north-east central. (f) 
New Crippled Gnildren’ s hospital; univer- 
sity city 500,000; opening spring, 1953. 


South. 
ADMINISTRATIVE STAFF: (a) Account- 
ant; with degree; 600 bed teaching hospi- 
tal; SE. (b) Business Managers: several 
required: three or four State institutions; 
some mental; minimum $5400 with com- 
plete family maintenance: south. (c) Per- 
sonnel Manager: New 200 bed general 
hospital; largest in State: town 40,000: S. 
AN STHETISTS: (a) RNA; general hos- 
pital, 65 beds; 75 general surgeries per 
month, 40 of which are majors; no brain 
or chest surgery or obstetric ey part 
time anesthetist relieves: $500 plus room 
and board; lovely college town: uth. (b) 
Teaching hospital; excellent resort and 
college town 100,000; about $500 cash; 
southwest. 
DIRECTOR OF NURSES: (a) Teaching 
hospital; excellent facilities includi 
cancer clinic; majority of medical sta 
ard men: will ave excellent assistant 
Director of Nursing and associate Educa- 
tional Director: metropolis on 
Coast, California. (b) General voluntary 
hospital 390 beds: excellent training pro- 
ram; minimum $5000; lovely residential 
own 50,000 half hour to New York. 
DIETITIANS: (a) ADA: Chief: Munici- 
pally o oparered Sanatorium: $5100, meals; 
meee surroundings in residential sec- 
ion; city 300,000; northcentral. (b) ADA: 
Chief; General voluntary hospital; 180 
beds; _ well organized dept.;: substantial 
salar college town 75,000; New York. 
(c) lef: large department: staff of thir- 
ty; approved general voluntary hos- 
ital $6000; resort town 35,- 
England. 
OPERATING ROOM SUPERVISORS: (a) 
General 90-bed hospital; 300 surgeries a 


month; to $375; ideal location, Los Angeles 
suburb. (b) General 110-bed hospital; 40- 
hour week, no call or weekends: desirable 
salary; near San Francisco. (c) Large 
university hospital; desirable college and 
residential town; S. (d) To supervise pro- 
ram of operations a year: well- 
nown 400-bed general hospital; to 

E. (e) 160-bed hospital and 13-doctor 
clinic; town 20.000; S.W. 
HOUSEKEEPERS: (a) Supervise staff of 
55; 200 bed general hospital; resort city 
100,000: southwest. (b) Executive; two as- 
sistants and staff of 75: 300-bed general 
hospital; university city 400,000; South- 
east. (c) Executive; department head 
status; man or woman: assistant and staff 
of 45; well-known 260-bed teaching hos- 
pital; minimum $4200; Middiewest. 


INTERSTATE 
MEDICAL PERSONNEL BUREAU 


332 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: 165 bed *hospital; 
eastern university city: New bui uilding 
preferred. (b) 85 b 
ospital, ‘resort south. (c) 200 
bed hospital; east; experience. (d) 50 bed 
hospital, Kansas. (e) New hospitals, 40-60 
beds, Washington, Missouri, California, 
Ohio, Georgia. 

ADMINISTRATOR: R.N. 70 bed Orthope- 
dic hospital; central states. (b) 140 bed 
children's home, college town, mid-west. 
(e) 60 bed hospital, Pennsylvania. 
DIRECTORS OF NURSIN Educational 
Directors: Supervisors—all s ialties; 
Clinical Instructors; Social Guidance and 
Residence Directors. 

TECHNICIANS: Laboratory: X-ray; Phys- 
iotherapists; Pharmacists; Dietitians; 
aesthetists; Record Librarians. To $400- 


EXECUTIVE HOUSEKEEPER: 450 bed 
hospital; South. (b) 150 bed hospital, Ohio. 
: maintenance. (c) California $300. (e) 

w Jersey. $275. 


SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill. 
Blanche L. Shay, Director 


EXECUTIVE HOUSEKEEPER: Southwest. 
200 bed hospital. Located in large city: 
a popular health resort. Ideal year around 
climate. Department is well s th 
experienced, competent help. 


PSYCHIATRIC SOCIAL WORKER: Su- 
pervise active department. Five social 
workers in department. 235 bed hospital 
specializing in the treatment of tubercu- 
$0000 and allied chest diseases. Salary 


PHYSICAL THERAPIST: Ve famous 

a with an active orthopedic service. 
siotherapy de is modern and 
wall 1 equipped. Affiliated with 200 bed hos- 

pital in city of 30,000. $350 to start. 


NURSE ANESTHETISTS: (a) Northwest. 
60 bed hospital $400 maintenance. (b) 
Southeast. 165 bed hospital in heart of 
winter resort area $500 (c) 
Middle West. 125 b hospital in city of 
50,000. $400 maintenance. (d) Middle 
West. Large hospital near Chicago. 5 day 
week. $450. (e) Southwest 75 hospital 
with all modern facilities. $450 mainte- 
nance. (f) Northwest 125 bed hospital. 3 
Nurse Anesthetists in department. $400 
maintenance. (g) Pacific Northwest. 50 
bed hospital, very modern. Close to sev- 
eral large cities. $400 maintenance. 


DIETITIANS: (a) Chief. South. 115 bed 
hospital located in city of 30,000. $4200. 
(b) Therapeutic. Middle West. 200 bed 
hospital in city of 60,000. Close to Chicago. 
. (c) Assistant. Supervise cafeteria 
of well known university. f 
1600 persons per meal. 
South. Large hospital ideally located on 
shores of beautiful lake in town of 5000. 
Close to large cities. 


(tj the GENNETT 
ICE CART 


Right... 


AND SONS, INC. 
Richmond, Ind. 


the Model XV is the answer! 
Stainless Steel construction through- 
out, for DURABILITY 

Three-inch thick insulation keeps your 
profits from melting away. 

Large pneumatic rubber-tired wheels, 
for ease of distribution. 


«Keep pace with the well-equipped 


hospital... Go Ge 


INSIDE 
AND OUT 


HOSPITAL 


LINEN and FURNITURE 
EQUIPMENT 


lish erlohen Co. 


me High Street + Newark 2, N. J 
_Humboldt 3-0015 
Wholesale Textile Distributors 


HOSPITALS 


\ 
=, WET AL FURNIT 
pREADS FN 
= 
MODEL XV BLANKETS 
150 Ib. capacity _ 
\ 
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WANTED: Instructor in Operatin 
Technic, and Medical-Surgical Cli 
structor. Fully approved 240 

with expansion to add 200 beds. Large 
student y. School of Nursing Nationaliy 
Accredited. University affiliation. Forty 
hour week. Staff Education. Salary open. 
Write HOSPITALS D-3. 


cal In- 


WANTED: Therapeutic Dietitian 3 Vet- 
erans. Hospital located at Grand ids. 
Permanent nosition classified tate 
Civil Service. $4,032 to $4,812 per 7 Po- 
sition available immediately. pply at 
Michigan Veterans’ Facility, Grand Rap- 
ids, Michigan. 


WANTED: R.N. ANESTHETISTS. New 
McLaren General Hospital staff. 243-beds; 
epen; social — and liberal 

benefits. McLaren Gen- 
pone ital, enger Highway, 
Flint, Mic igan. 


NURSE ANESTHETISTS—for 150 bed 
community hospital. Four nurses, full time 
M.D., all agents and techniques. Good op- 
portunity for advanced training. Full 
maintenance and one month vacation. Two 
and one-half hours from Boston and New 
York. Write G. J. Carroll, liam 
W. Backus Hospital, Norwich, Connecticut. 


DIETITIANS: for ideally located 375 bed, 
fully approved general a tee 1) for 
Food Production, 2) for modified diets and 
patient contacts. Salary good. 40 hour 
week. Three weeks vacation. Apply Di- 
rector, Dietary Dept., Belmore & Terrace 
Rd., East Cleveland 12, Ohio. 


ZINSER PERSONNEL SERVICE 
79 W. Monroe Street 
Chicago 3, Illinois 
NURSES, TECHNICIANS, DIETITIANS, 
PHYSICIANS, NURSE SUPERINTEND- 
ENTS and INSTRUCTORS—We can help 
you secure positions. 


DIRECTOR OF NURSES—For 300-bed fully 
approved, general hospital with accredited 
school of nursing; located on Eastern Sea- 
board. Master's degree in nursing educa- 
tion uired. Full maintenance; salary 
open. Address Box D-83, HOSPITALS. 


ANESTHETIST-NURSE. 600-bed a 
hospital; liberal personnel policy 

lary dependent upon experience. Apply. 
Personnel Director, Good Samaritan 
pital, Cincinnati 20, Ohio. 


MARY A. JOHNSON ASSOCIATES 
11 West 42 Street New York 36, N.Y. 


Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Our careful study of positions and appli- 
cants produces maximum efficiency in se- 
lection. Candidates know tha their 
credentials are carefully evaluated to in- 
dividual situations, and only those who 
qualify are recommended. Our proven 
method shields both employer and appli- 
cant from needless interviews. We do not 
advertise specific available positions. Since 
it is our policy to make ge? effort to 
select the best candidate for the position 
and the best job for the candidates, we 
Rdential to keep our listings strictly con- 
ential. 

We do have many interesting openings 
for Administrators, Physicians, Anesthe- 
tists, Directors of Nurses, Dietitians, Medi- 
cal Technicians, Therapists and other 
supervisory spersonnel. 

registration fee 


INDIANA MEDICAL BUREAU 


Doctors Building 
Indianapolis, Indiana 


Opportunities in most areas for Medical 
Directors, Administrators, Anesthesiolo- 
ists, Pathologists, Radiologists, Resident 
hysicians, Technicians, Therapists, Li- 
oe and all areas of Hospital person- 
ne 


WANTED: Gpecating Room Supervisor 
for 47 bed Pediatric Hospital, with all 
clinical facilities, centrally located in Cal- 
ifornia. Personnel Policies in keeping 
with C.S.N.A. recommendations. Begin- 
ning salary $335 per month. Apply. Di- 
rector of Nursing Service, Valley Chil- 
dren's Hospital, esno, California. 


NURSE organized 
department anesthetics 
per year. Modern, wel B.A, 400 bed 
general hospital constructed in 1941. «7 
according to experience. Apply to Director, 
The Delaware Hospital, 14th & Washington 


Sts., Wilmington, laware. 


DIRECTOR OF NURSING: 100 bed = 
proved pediatric hospital; B.S. degree in 
nursing; full paid staff—-graduates and 
practicals; nurses aide training programme, 
40 hour-5 day week; personne licies in 
accord with S.N.A.; excellent living ac- 
a Salary open. Submit resu- 

to Mr. D. O'Neill, Director, Babies’ 
Hospital, 15 Roseville Ave., Newark, N. J. 


NURSES—Registered for supervisory po- 
sitions and staff nursing for a new and 


beautifully equipped 100-bed hospital in 
the Pacific Northwest. Excellent salaries 
and a 40-hour week. Apply Box -85, 
HOSPITALS. 


HEALTH OFFICER—County of 75,000 in 
San Joaquin Valley, California. Must be 
experienced in Health Work and have 
ualifications to practice in California. 
ddress Administrator of Hospital, Box 
231, Merced, Calif. 


MEDICAL-DENTAL PERSONNEL BUREAU 
MARY LOWRY, M.T., DIRECTOR 
525 Paulsen Bldg. Spokane 8, Washington 


MANY GOOD POSITIONS IN a MEDI- 
CAL SPECIALTIES IN GREAT 
NORTHWEST. Write us oor full details. 


New, low cost, disposable 


Absorbent, yet waterproof 
Use it directly under the infants. 


waterproof. 
in many nurseries. 


Has dozens of hospital uses 


This protective moat is also being used on beds, on 
in the delivery room and for 
wet dressings. You con X-ray through it, and it can 
be autoclaved. A trial will convince you of its value. 


examination tables, 


Write for sample. 


Available in rolls 36” wide and 300 
feet long or in sheets 9 x 14", 
18° x 24°, 36” x 43". 


The Brown-Bridge Mills, Inc., Dept. B-2, Troy, Ohio 
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PERFECT FOR BASSINETS- ) 


the handy 
bassinet size 


Lage Safe-mat 


lt absorbs. 
It's non-irritating. Has proven its worth 
Soves nurses’ time and, best of 
all, it is low enough in cost to be disposable. 


HERE'S the Equipment You Want 
To Put Your Work on Wheels ! 


LAKESIDE 


Stainless 
Steel 


CARTS 


Save time, money manpower shortages . 
LAKESIDE extra- value, extra-feature Utility Carts . cost 
only 10c a day to pay for themselves in a year! 
A—Smooth-rolling rubber swivel casters 
B—Sturdy construction oo, years service 
C—Shelves are noise-proo 
corners and edges are emooth 
Order now from LAKESIDE’S line of carts and 


solve 


and dealer's 


KESIDE MF6.CO. 


1964 S$. Allis St. 


Milwaukee 7, Wisconsin 


— 
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POSITIONS OPEN 


DIRECTOR OF NURSES: 370-bed hospital, 

100 students, situated just outside New 

York City, one-half hour train service. 

Apply to A. E. Norton, Su- 

Rochelle Hospital, New 
e 


NURSES—Staff and rating Room; 5 
days, 40 hours; 8 holi s and vacation 
with pay; initial salary plus laundry; 


increases at 6-12-24 months; additional pay 
for tb ae and night assignments and for 

ng m calls. A ply Director of 
urging, St. Luke's Hospi York 25, 


POSITIONS WANTED 


ADMINISTRATOR, 32, six years hospital 
work, business and accountin back- 
round. 50-200 bed or assistant in larger 
ospital. Box D-84, HOSPITALS. 


THE MEDICAL BUREAU 
Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR, MEDICAL; degrees, 
including Master’s cum laude in Hospital 
Administration, from ee schools; five 
ears, assistant director, university hospi- 
1; six years, director voluntary genera! 
hospital, on faculty school] of 
Hospital Administration; FACHA. 


ADMINISTRATOR, LAY; B.Ph. (Business 


Administration); M.S. (Hospital Adminis- 

tration); administrative internship and 

four years, assistant administrator, univer- 

hee three years, administrator, 
- ospita 


ADMINISTRATOR — Graduate nurse; 
M.B.A. (Hospital Administration); assist- 
ant administrator, 400-bed h ital, three 
years; director, 150-bed hospital unit, Uni- 
versity group, four years. 


COMPTROLLER; C.P.A.; Master's (Hospi- 


tal Administrat'on); eight years’ experi- 
ence as hospital comptroller. 


PERSONNEL DIRECTOR, Bachelor's in 
Business Administration; year's adminis- 
trative internship, teaching hospital; two 
years, personnel director, 300- hospital. 


PATHOLOGIST; Diplomate (Pathologic 
Anatomy, Clinical Pathology); trained at 
university medical center; two years, as- 
sistant professor of patho! ogy. university 
medical center; six years, ector of pa- 
thology, 375-bed general hospital. 


PHARMACIST; BS. in one of 
leading universities; two years’ experience 
as hospital pharmacist, t von years, staff 
pharmacist, large teaching hospital. 


PUBLIC RELATIONS DIRECTOR: B.A. 
degree; seven years, business mnager, pro- 
fessional organization; experienced in 
medical public relations and medical legis- 
lative processes. 


PURCHASING AGENT: ears; pur- 
chasing agent in industry: “— years, 
purchesing agent, 300-bed hospita 


RADIOLOGIST; Diplomate (Diagnostic 
Therapy); six years, of department. 
teaching hospital and associate professor 
of radiology, university medical school. 


SOCIAL WORKER; M.S. (Social Work); 
nine years, director, social service depart- 
ment, 400-bed hospital. H1-13 


WOODWARD 
MEDICAL PERSONNEL BUREAU 
(Formerly AZNOES) 

Ann Woodward, Director 
185 N. Wabash, Chicago | 


When in need of medical or lay administrative 
personnel, or diplomotes of the specialties to head 
departments, please write for recommendations of 
qualified candidates. Strictly confidential. 


ADMINISTRATOR: Lay; Highly qualified 
man in all fields of hospital administra- 
tion; twelve years, Consultant-Adminis- 
trator, several large hospitals; past four 
years, Director, important 300 bed hospi- 
tal; FACHA. 


ADMINISTRATOR: Lay; B.S., Education; 


M.S., Hospital Administration; year's hos- 
pital residency; six years, administrative 
experience, various army hospitals; 2 
years, Assistant Director, 1000 bed hospi- 


tal: interested, general or TBc hospitals 
200 beds up; middle thirties. 
PATHOLOGIST: Certified, (pathologic 


anatomy, clinical pathology); seven years, 
pathologist, several large hospitals; past 
six years, private practice of clinical 
pathology; late thirties. 


RADIOLOGIST: Age 29; Category IV; 
Diplomate, (therapy and Diagnosis); fol- 
lowing year as Instructor, Radiology, uni- 
versity medical school has been, past two 
years, Chief Radiologist, very large hos- 


pital 


INTERSTATE 
MEDICAL PERSONNEL BUREAU 
332 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: R.N., MAC.H.A. 14 
ears, Superintendent 70 bed Ohio hospital. 
perience in opening new building. 

Available. 


BUSINESS MANAGER: Or Comptroller. 
Graduate eastern school of accounting. 12 
years Comptroller, 400 bed hospital. 2 
years, 300 bed Ohio hospital. 


ADMINISTRATOR: Degree, Hospital Ad- 
ministration. 2 years Resident, 500 bed 
Illinois hospital; 3 years Assistant Direc- 
tor, 200 Kansas hospital. 


ASSISTANT DIRECTOR: 5 years experi- 
ence, Public Accounting. 4 years ce 
Manager, 350 bed hospital. Any location 
considered. 


ADMINISTRATOR: B.A. Degree; banking 
experience. 3 years business manager, 
small mid-western hospital, Interested in 
advancement. 


EXECUTIVE HOUSEKEEPER: 6 ears 
experience, mid-western hotel chain. Pres- 
ent position 4 years, 300 bed hospital. 
Desires change. 


caused by ‘‘resting’’ the back of 
the chair against the wall. As a 
result, ‘*‘Wall-Saver’’ chairs can 
pay for themselves through savings. 


Ri ht: No. 1082. 
Saver’’ Easy 


108914 
Saver'’ Straight 
Chair. (Also available 
with saddle wood 
seat, or with uphol- 


Write 
for 
Bulletin 
1005-A 


“WALL-SAVER” Chairs 


@PREVENT DAMAGE TO WALLS 
®REDUCE CHAIR MAINTENANCE 


The back legs of a ‘‘Wall-Saver’’ chair are flared out 
so that the chair cannot be tipped backwards. No 
rubber leg bumpers are needed—the bottoms of the 
legs abut the baseboard while there is still ample 
clearance between the back of the chair and the wall. 
This unusual design eliminates the strain to which 
an ordinary chair is subjected when the sitter ‘‘rocks”’ 
in it. It also prevents damage to both chair and wall 


stered seat and back.) 


“WALL-SAVER" Advantages 
1. CANNOT BE TIPPED 
BACKWARDS 
2. CHAIR CAN'T DAM- 
AGE SIDE OR BACK 
WALL 


ICHENLAUB 


For Better Furniture 


350) BUTLER ST PITTSOUEOH 1, PA. 
1875 


LIGHT-PROOF 
SHADES 


Logical facilities for every purpose and 
requirement in which x-ray protection and 
light-proofing is a valid consideration. 


Write Today for Literature 


Ray Proof Corporation 


513 West 54th Street 
New York 19, N. Y. 


X-RAY 
PROTECTION 


HOSPITALS 


4 
— 
< 
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BASCO Quality —that 1s! 


When you buy BASCO bags or aprons you get quality that's 
Woven into the fabric and sewed into the product. That's 
why they wear longer and don’t fall apart at the seams. It 
pays in longer service to get BASCO Bags and aprons that 
can take hard usage and carry the load. 


Laundry Bags—Hamper Bags 
Waste Bags 
In all weights of Sheetings, Ducks, Drills, Hickory Stripes 


and Denims. Made to your specifications and up to our 
standards. 


APRONS to meet every requirement—DuPont Neo- 

prene and Plastic—Duck and Denim. 
Butchers’ Aprons — Laboratory Aprons — Cooks’ Aprons — 
Dishwashers’ Aprons. 


Let us know your needs for these products. If they're not 
in stock, we'll tailor-make them for you. Send for literature 
and prices! 


Shower Curtains @ Mattress Covers @ Allergic Pillows 
Painters Drop Cloths @ Rubber Sheeting 


Jobbers or Dealers — Write for our interesting proposition. 


ASSOCIATED BAG & APRON CO. 


PHONE Albany 2-7121 2650 W. BELDEN AVENUE 
CHICAGO 47 


ALL YOUR NEEDS 


FROM ONE 
SOURCE OF SUPPLY 


Gathered together under one roof 
are all the needs for servicing a 
hospital, from the basic necessities 
to the many comfort-making ac- 
cessories . . . all designed to help 
you build prestige and good-will. 


Whatever your needs, whatever 
the quantity, MILLS has them for 
you. All products are made of 
finest quality materials in modern, 
easy-to-clean designs, tested for 


guaranteed satisfaction. i 


MILLS HOSPITAL SUPPLY CO. . 


6626 North Western Avenue Chicago 45 
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SEVEN WAYS OF 
SORTING GLOVES 


QUICKLY! 


Seven distinctive designs, plus 
large bold numerals, identify the 
seven popular sizes of Matex and 
Massillon Latex surgeons’ gloves. 
Now, gloves can be ‘‘paired-up” 
simply by matching these unique 
size designs, even when gloves are 
inside-out or with cuffs turned back. 
Kwiksort size markings are an 
integral part of the glove — they 
can't wash-off, rub-off, fade-off 
regardless of the number of auto- 
clavings. Speed up sorting and 
avoid mis-mating gloves by order- 
ing Matex (white) or Massillon 
Latex (brown) with Kwiksort size 
markings. 


THe MASSILLON 
RUBBER company 


MASEILL ON, 
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This space reserved for better hospital equipment 


manufactured by 


DICKSON PRODUCTS CORPORATION 


and sold by 


SAF-T-CARRIER CORPORATION 


BOX 72 
NEW YORK 13, N. Y. 


TWICE AS MANY RECORDS 
IN THE SAME AREA 


A forceful 


. . . is required to beat inflation. The first and 
most important step is to set up records that will 


measure the effectiveness of control programs. 


ts and as a 


“Food Cost Accounting’ ... 
means of providing additional filing 


space, the Visi-Shelf system — : : : 
... is a manual written especially for the small 
ed with 4 drawer ver- i 

hospital (and equally useful for the large hos- 
of Record Department Service over 50% ! pital for charting day-to-day costs). It can be 
Visi-Shelf File inc. Dept. H-7! used as the guide for setting up those necessary 
1105 Chambers St., New York 7, N. Y.; 
records. Dietitians or other food service authori- 
ties in Association member hospitals may order 

SNE j copies ($1.00 each) from the: 

Address 

: AMERICAN HOSPITAL ASSOCIATION 


VISI-SHELF FILE INC. 18 East Division Street Chicago 10, Illinois 


105 CHAMBERS STREET NEW YORK 7, N. Y. 


HOSPITALS 
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prescribe 


10x pay Ver ® SOLUTIONS 


(InVERT SUGAR) 


twice the calories of 5% Dextrose 
in equal infusion time 
with no increase in fluid volume or vein damage 


With 10% Travert solutions, a patient’s carbohydrate needs 
can be more nearly satisfied. 


Travert solutions are sterile, crystal clear, 
colorless, non-pyrogenic and non-antigenic. They are 
prepared by the hydrolysis of cane sugar and are composed of 
equal parts of p-glucose (dextrose) and D-fructose (levulose ). 


Nine Travert solutions enable the physician to correct 
electrolyte imbalances, acidosis and alkalosis, 
as well as supply twice the calories of 5“ dextrose. 


Travert is a trademark of BAXTER LABORATORIES, INC. 


products of 
BAXTER LABORATORIES, INC. 


Morton Grove, Illinois « Cleveland, Mississippi 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texes) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES «+ EVANSTON, ILLINOIS 


a 
ic 
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in the hands of the physician 


/ 


Often the critical evaluation of the The many hundreds of clinical reports on 

drug to be administered is as impor- CHLOROMYCETIN emphasize repeatedly its exceptional 
tant to the patient’s recovery as is 
the diagnosis of his condition. In 
4 ne each case correct procedures can be 

determined only by the physician. 

| LY ~ CHLOROMYCETIN is eminent Similarly, the broad clinical effectiveness of 

Ps among drugs at the disposal of the CHLOROMYCETIN has been established, and serious 
medical profession. Clinical findings 
attest that, in the hands of the 
physician, this widely used, broad 
spectrum antibiotic has proved in- 
valuable against a great variety of other drugs, adequate blood studies should be made when 


infectious disorders. the patient requires prolonged or intermittent therapy. 


tolerance as demonstrated by the infrequent occurrence 
of even mild signs and symptoms of gastrointestinal distress 
and other side effects in patients receiving the drug. 


blood disorders following its use are rare. However, it is a 
potent therapeutic agent, and should not be used indis- 


criminately or for minor infections—and, as with certain 


notably effective 
» well tolerated 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety of forms, including: 
CHLOROMYCETIN Kapseals,® 250 mg., bottles of 16 and 100. 
— CHLOROMYCETIN Capsules, 100 mg., bottles of 25 and 100. 
_— CHLOROMYCETIN Capsules, 50 mg., bottles of 25 and 100. 
CHLOROMYCETIN Ophthalmic Ointment, 1%, %-ounce collapsible tubes. 
CHLOROMYCETIN Ophthalmic, 25 mg. dry powder for solution, individual vials with droppers. 


a” 
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